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The Role of Gynecology in 


General Medicine... 


Practical Gynecology 


by Walter J. Reich, M.D., tieuding Gynecologist. Cook County Hospital 


and Mitchell J. Nechtow, M.D. 


Associate Attending Gynecologist. Cook County Hospital. and the Fantus Gynecologic Clini 


A= VOLUME with an unusual perspective, resulting from the 
increasing use of office treatment in gynecologic disorders. This 
book gives a comprehensive presentation of effective technics and 
improvisations useful in office and outpatient gynecology, with em- 
phasis on etiology. symptoms. diagnosis and treatment. Among the 
topics covered are examination routines. laboratory tests, biopsy. 
cytology, and the diagnosis and treatment of commonly seen disorders. 
Leukorrhea, especially the diagnosis and treatment of Trichomonas 
and Monilia, is ably reviewed. Early diagnosis of carcinoma is stressed. 


Special attention is given to the psychological aspect of gynecologic 
problems and to procedures for home use by the patient which sup- 
plement the physician’s treatment. 

Well-illustrated, this book is designed to serve as a handy desk ref- 
erence on numerous gynecologic disorders; the physician should find 
it most useful. 


1* Edition, 1950 


449 Pages. 187 Illustrations, including 55 Subjects in Color on 15 Color Plates. $10.00 


J. B. Lippincott Company. East Washington Square, Philadelphia 5. Pa. 3 


Please send me: [] Reich & Nechtow, Practica, GyNECOLOGY—$10.00 Lippincott 
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Theptine 


in convalescence... 
makes a 


big difference 
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In convalescence a return to normal health is frequently retarded by 


two barriers: mental depression and nutritional depletion. In such cases 
‘Theptine’ has proved to be an ideal preparation to help speed recovery. 


‘Theptine’ supplies, in a light and pleasing elixir, the unique 

antidepressant action of ‘Dexedrine’ Sulfate p/us the nutritional action 

of thiamine, niacin and riboflavin. ‘Theptine’ improves both the mental and 
physical tone of the patient . . . helps speed his return to normal 

life and living. Smith, Kline & French Laboratories, Philadelphia 


Each 5 cc. (1 teaspoonful) contains: 


“Denedsine’ Sulfate. . . . ees 2.5 mg. 
(dextro-amphetamine sulfate, S.K.F.) 

Thiamine hydrochloride ..........-. 5.0 mg. 


an antidepressant and nutrient elixir 


‘Theptine’ & ‘Dexedrine’ are S.K.F. Trademarks 
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Theptine | 
‘Dexedrine’ plus essential B vitamins 
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Specifically 
for the 
Pregnant 
Patient 


For dietary supplementation, there is nothing better 
than White’s Mol-Iron with Calcium and Vitamin D 


Now for convenience in prescribing to pregnant and lactating 
patients, Mol-Iron—the most effective iron therapy known!:?:* 
—has been supplemented with generous amounts of calcium and 
phosphorus in an optimum ratio plus adequate vitamin D. 


Each easily swallowed, soft gelatin capsule contains: 


Dicalcium Phosphate........... 869 mg. 
(anhydrous) 
Prophylactic Dose: One capsule three times daily after 
meals. 


Therapeutie Dose: Two capsules three times daily after 
meals (providing 240 mg. Fe daily). 


Supplied: Soft gelatin capsules in bottles of 100. 


Also: Mol-Iron Tablets in bottles of 100 and 1000; 
Mol-Iron Liquid in bottles of 12 fluid ounces; and 
Mol-Iron with Liver and Vitamins, capsules in 
bottles of 100. 


CALCIUM AND VITAMIN 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57:541, 1949 
2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68, 1948 
3. Dieckmann, W. J., et al.: Am. J. Obstet. & Gynec. 59 :442, 1950 
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ANOTHER MOSBY BOOK 


Principles and Practice of 


SURGERY 


CORRELATING THE BASIC SCIENCES WITH THE 
FUNDAMENTAL PRINCIPLES OF SURGERY 


The strongest structure on which to build a 
successful practice in clinical surgery is sound 
knowledge of the basic sciences. The surgeon’s 
skill depends upon his background in embryology 
—anatomy and physiology — biochemistry and 
pathology. Clinical surgery — etiology, diagnosis, 
symptoms and signs, prognosis and treatment— 
even to the minutest detail of technique—con- 
stantly tests the foundation on which he has built. 


And so there is no period in a surgeon’s work 
when he cannot use help in correlating the basic 
sciences with the job of treating patients. 


Dr. Berman’s new PRINCIPLES AND PRAC- 
TICE OF SURGERY is the answer to those sur- 


geons who have asked for help in tying in clinical 
surgery with essential background knowledge. His 
“Synopsis of Principles of Surgery” (published in 
1940) is only the idea for this book. It is not a 
new edition, but an entirely new work. The body 
of the book carries the “conquered ground” of 
surgical diseases and all of the correlated facts— 
the physiology—even the unconquered experi- 
mental fields from which the ultimate truths will 
emerge—are covered. 


Although it is naturally not intended as a mono- 
graph on every surgical specialty, there is a great 
deal of space given to technique and more “treat- 
ment” than one would naturally expect to find in 
a book of this type. 


CONDENSED CONTENTS 
Part I GENERAL CONSIDERATIONS OF SURGICAL PRINCIPLES 


Part II 


LOCAL RESPONSE AND GENERAL BODY REACTIONS TO INJURY 
Part III GENERAL REACTIONS TO INJURY 


Part IV REACTIONS OF TISSUES AND ORGANS TO TRAUMA OF UNKNOWN ORIGIN 


Part V 


DISEASES AND INJURIES OF SPECIFIC ORGANS AND SYSTEMS 


By JACOB K. BERMAN, A.B., M.D., F.A.C.S., Associate Professor of Surgery, Indiana 
University School of Medicine; Associate Professor of Oral Surgery, Indiana University 
School of Dentistry, Indianapolis, Indiana. 1342 Pages, 427 illustrations. PRICE $15.00. 


THE C. V. MOSBY COMPANY 
3207 WASHINGTON BLVD. 
ST. LOUIS 3, MISSOURI 


Please send me a copy of Berman’s 


PRINCIPLES AND PRACTICE OF SURGERY. 


— Enclosed find check. 
Name 


PRICE, $15.00 
.......Charge my account. 


Address 
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In the management of arterial hyperten- 
sion cultivation of sensible habits of living 
—avoiding unnecessary emotional stress— 
plays an essential role and aids consider- 
ably in the stabilization of pressure on a 
lower level. 


For supplementary medication Theominal, 
the vasodilator, antispasmodic and seda- 
tive, is well suited. Theominal exerts a gen- 
eral tranquilizing effect and thus helps to 


Theominal, trademark reg. U. S. & Canada * Luminal, trademark reg. U. S$. & Canada, brand of phenoborbitel = 


it 


control temperamental outbursts that may 
induce dangerous vascular crises. 


The average dose is 1 Theominal tablet 
two or three times daily. With improvement 
the dose may be reduced or omitted peri- 
odically. Each tablet contains 5 grains 
theobromine and ¥2 grain Luminal® 


Winthrop-Stearns Inc. 
New York 13, N. Y. ~. 
Windsor, Ont. je ¥ 
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SIMPLIFYING THE PROBLEM 
OF URINARY ANTISEPSIS 


Gs 

pre problem of maintaining urinary antisepsis is 

simplified by the wide antibacterial range of 

MANDELAMINE* (methenamine mandelate). There is little 
or no danger that bacteria will develop resistance to it. 
Dietary or fluid regulation or alkalinization is unnecessary. 
Supplementary acidification is required only when urea- 
splitting organisms occur. 


Patient-cooperation in adhering to the prescribed regimen is 
easy to obtain, because the administration of only 3 or 4 
MANDELAMINE tablets three or more times daily usually 
renders the urine sterile in a few days. Gastric upset 

is unlikely to occur. 


MANDELAMINE will be found helpful in speeding recovery 
from pyelitis, pyelonephritis, nephroptosis with pyelitis, 
cystitis, prostatitis, nonspecific urethritis, and infections 
associated with urinary calculi or neurogenic bladder; 

and for pre- and postoperative prophylaxis in 

urologic surgery. 


MANDELAMINE 


Brand of Methenamine Mandelate 


| 


Samples for clinical trial and ae literature available to 
physicians on request. 


*MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 


NEPERA CHEMICAL CO., INC. 
Phanmacuitical Manufacturers. NEPERA PARK, YONKERS 2, N. Y. 
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tients can’t 


“SLEEP OFF” hypertension... 


prolonged vasodilation is as essential at night as 
during the day. (One more reason why NITRANITOL 
is the most universally prescribed drug in 


the management of hypertension.) 


NITRANITOL 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


When vasodilation alone is indicated. Nitranitol. 


(% gr. mannitol hexanitrate. ) 
(Merrell When sedation is desired. Nitranitol with Pheno- 


barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula. ) 


When the threat of cardiac failure exists. Nitranitol 


with Phenobarbital and Theophylline. (% gr. mannitol 


hexanitrate combined with % gr. Phenobarbital and 1% - 
Theophylline. ) 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


; hair lustre 
recession of corneal invasion 
retardation of cavities 
condition of gums 
condition of teeth 
skin color 

skeletal maturity 
skeletal mineralization 
*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 
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urinary riboflavin output 
musculature 
plantar contact 


Here’s why: CEREVIM ‘is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM 


CEREALS+ VITAMINS+MINERALS 


1. ‘A Study of Enriched Cereal in Child Feeding’’ Urbach, 
C.; Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 

*Cerevim contains neither vitamin A nor C, but apparently 


exercises an A-and-C sparing effect attributed to its 
high content of predigested protein and major B vitamins. 


SIMILAC DIVISION i M & R DIETETIC 


LABORATORIES, Columbus 16, 
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to spare your patient the dread 


recurrence of anginal pain... 


Eskel’s advantages are five: 


‘1 ‘Eskel’ has at least 5 times the coronary dilating 
activity of aminophyllin in the isolated heart. 


2. ‘Eskel’ has the most prolonged action of all 
coronary vasodilators and is, therefore, uniquely 

_ effective in the prophylaxis of angina pectoris. 

3 It has no demonstrable effect on the myocardium. 
In therapeutic doses, it has no demonstrable effect 
on blood pressure or pulse rate. 


5 There is no evidence that patients develop a 
tolerance to ‘Eskel’. 


Smith, Kline & French Laboratories, Philadelphia 


‘Eskel’ T.M. Reg. U.S. Pat. Off. 


a promising new a 


q@ superior presentation of 
: 
4 
2 
B ttack on the problems of angina pectori 
and bronchial asthma 
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High Oral Penicillin Levels 
Lasting One-half Hour 


e 20,000 units penicillin 
in a delicious hard candy 


PENICILLIN TROCHES 


Potent local therapy and pro- 
phylaxis of oral infections caused 
by penicillin-sensitive organisms. 

Taste so good that your pa- 
tients— young and old—will glad- 
ly follow the prescribed dosage 
regimen. 


WYETH INCORPORATED 
Philadelphia 3, Pa. 
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Dehydrochelic Acid: 


for a flushing 


effect upon the s 
bile passages. 


NOTE THE NAME 


Hydro-()-Bilein 


tration of bile salts, 
(BILEIN® AND DEHYDROCHOLIC ACID, ABBOTT) 


Sometimes you want the choleretic action of natural bile salts, 
sometimes the hydrocholeretic action of oxidized bile salts— 
usually you want both. Now you can prescribe both in one 
easy-to-take preparation, HYDRO-BILEIN. 
Each Hypro-BiLeIn tablet contains 2 grs. dehydrocholic acid and 
2 grs. dried, purified ox bile. Administered simultaneously, the 
maximum effect is obtained from each—the one sluicing out 
inspissated bile or products of inflammation from the biliary tract, 
the other stimulating the production of bile solids. Together they 
facilitate gall bladder emptying and increase intestinal motility. 
The average dose is one tablet two to four times daily, preferably after meals, 
Dosage may be reduced if it produces an undesired laxative effect. 


Your pharmacy has HyDro-BILEIN in bottles of 100 and 
1000 sugar-coated red tablets. Won't you give them a trial ? Obbott 
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Effective Chemotherapy in 


TUBERCULOSIS 


DIHYDROSTREPTOMYCIN or Streptomycin, used 
alone or in combination with para-aminosalicylic 
acid, is recognized as a valuable and, in some 
instances, an essential adjuvant in the treat- 
ment of selected types and stages of tuberculosis. 


Para-aminosalicylic acid is capable of inhibit- 
ing or significantly delaying the emergence of 
bacterial resistance to dihydrostreptomycin or 
streptomycin. 


These drugs are not to be regarded as substi- 
tutes for traditional therapeutic methods. 
Rather, they serve best when properly inte- 
grated with bed rest and, where necessary, col- 
lapse measures or other forms of surgery. 


A. Before Treatment B, After 3 Months’ Treatment 

(9 days prior to Dihydrostrep- (2 days after discontinuance of 
tomycin therapy) Diffuse lobular Dihydrostreptomycin) Consider- 
tuberculous pneumonia, lower able clearing of acute exudative 
half of left lung; thin-walled process in the diseased lung; 
cavity above hilus(3x3.5cm.). cavity smaller and wall thinner. 


Detailed literature on the subject 
of chemotherapy in tuberculosis 
will be supplied upon request. 


MERCK & CO.,INc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


Merck Antituberculosis Agents 


Streptomycin Para-Aminosalicylic Crystalline 
Calcium Chloride Complex Acid Merck Dihydrostreptomycin 
Merck (PAS) Sulfate Merck 
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a better prognosis 
fer the traumatized or infected eye 


Prompt instillation of Soprum SuLFaceTiMIpE SoLuTION 30% following injury to the 
cornea or conjunctiva is a remarkably certain means of p ing ocular inf “In 
365 eyes in which a foreign body was ed... no infection occurred in any case.”? 


When treatment is started early, eye infections such as acute conjunctivitis may be cured 
within 36 hours.? Beneficial results have been-obtained in 80 per cent of patients. In 
corneal ulcer the eye becomes practically normal in three or four days.? 


SODIUM SULFACETIMIDE 


SOLUTION 30% 


(Sodium 


In both the treatment and prophylaxis of eye infections, daytime therapy with Soprum 
SuLFACETIMIDE SOLUTION 30% is supplemented by using Soprum SULFACETIMIDE 
OputHatmic O1ntMENT 10%, applied at bedtime to maintain around-the-clock 
bacteriostasis. 

Dosage: Sovium Suracetimme Sotution 30%. One drop instilled in the eye every two to four hours 
depending on severity of infection or trauma. 

Sutracetimips O1ntmENT 10% in % oz. tubes. 


Bibliography: 1. Mayer, L. L.: Arch. Opbth. 39:232, 1968. 2. Kuba,-H. S.; Tr. Am. Acad. Ophth. (May-Jupe) 1946, p. 210. 
3. Wilkinson, ©., in discussion of Mayer, L. L.: Arch. Ophth. 39:232, 1948. 
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She By 


A potent alkaloidal fraction of Veratrum viride — biologically 
standardized for hypotensive activity in mammals—a new active 
principle not heretofore available, for the treatment of hypertension. 


Veriloid therapy produces not only gratifying objective results— 
significant and sustained control of elevated arterial tension— 
but also leads to marked subjective benefit readily detectable by 
the patient. As the drug takes effect, the so-called hypertension 
headache is relieved, renal function improves, vision becomes 
more clear, and the associated muscular weakness is overcome. 

These beneficial changes are directly attributable to the 
peripheral vasodilatation induced by Veriloid and the resultant 
improved tissue nutrition. They are often experienced long before 
maximum blood pressure drop has been attained. 

While individualization of dosage is essential for maximum 
therapeutic benefit, in the majority of patients a response to 
Veriloid is usually obtained from the average dose of 2.0 mg. to 
5.0 mg. three or four times daily after meals and at bedtime. 
Dosage adjustment to suit the responsiveness of the individual 
patient can be accomplished in a week or two. 

Veriloid is available on prescription at all pharmacies in 1.0 
mg. tablets; bottles of 100, 200, 500 and 1000. Literature sent 
on request. 

*Trade Mark of Riker Laboratories, Inc. 


BIOLOGICALLY STANDARDIZED FOR HYPOTENSIVE POTENCY IN MAMMALS 
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To secure the most normal life 

for the diabetic is ever the goal 

of Lilly research in diabetes. 

Iletin (Insulin, Lilly) 

was the first Insulin 

to be made available commercially 
in the United States. 

Although Lilly and Insulin 

have been intimately identified 
since 1922, Eli Lilly and Company 
has not been content 

to rest on its laurels; it has accepted 
the challenge and responsibility 
of seeking improvements. 
Wherever and whenever 
important developments 

are in progress, 

Eli Lilly and Company 

is usually an active participant. 
Medicine continues to look to Lilly 
for the latest improvements 


in diabetic therapy. 
ll Y 


Detailed information and literature 


on ILetin (INsuLin, LiLty) are sup- 


plied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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whites Multi-yi drops 


WATER-MISCIBLE NON-ALCOHOLIC 


In one inexpensive drop-dosage 
preparation—all essential vitamins 
for prevention and treatment 

of multiple vitamin deficiencies 


in infants and children— 


SOUTHERN MEDICAL JOURNAL 


Formula: Each 0.6 cc. contains: 


Vitamin A 5000 U.S.P. units @ Vitamin D3 1000 U.S.P. units 
Thiamine Hydrochloride 1.0 milligram 

Riboflavin 0.4 milligram 

Pyridoxine Hydrochloride 1.0 milligram 


Panthenol* 2.0 milligrams @ Nicotinamide 10.0 millig 
Ascorbic Acid 50.0 milligrams 
*a specially-prepared, more stable logue of pantothenic acid. 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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nervousness 


‘Benzebar’'—S.K.F.’s logical combination of ‘Benzedrine’ Sulfate and 
phenobarbital—ordinarily will dispel the mental depression and 
relieve the anxiety and tension that accompany so many of life’s situations. 


These occur, for example, in association with .. . family and financial troubles, 
chronic organic disease, persistent pain, old age and grief; 

or following .. . acute infectious disease, surgical operations, 

onset of the menopause and childbirth. 


Smith, Kline & French Laboratories, Philadelphia 


B l a [ the unique antidepressant 


action of ‘Benzedrine’* Sulfate and the mild sedation of phenobarbital 


Each ‘Benzebar’ tablet contains ‘Benzedrine’ Sulfate 
(racemic amphetamine sulfate, $.K.F.), 5 mg.; phenobarbital, 4 gr. 


*T.M. Reg. U.S. Pat. Off. 
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Nisulfazole 
does not cure 


Chronic Ulcerative 
Colitis! 


SOUTHERN MEDICAL JOURNAL 


Nisulfazole’ 


10% Suspension 


is supplied in wide mouth bottles of 296 cc (10 fl. oz.) 


e This new, specialized sulfonamide 
does raise to a higher standard the 
chemotherapeutic aspect of the “truly 
miserable affliction.” 

A recent finding has been advanced 
as the immediate cause of nonspecific 
ulcers in the colon. If sustained, this 
engaging concept will remove much of 
the unruliness of the disease; the 
unpredictability of treatment. 

Meanwhile the proven facts have 
led clinicians to say that “Nisulfazole 
has given better results than any therapy 
previously used.” And “its efficacy in 
controlling the active stages of ulcer- 
ative colitis is unquestioned.” 

Nisulfazole (paranitrosulfathiazole) 
carries a nitro radical on its benzene 
nucleus. It is easily administered 
directly into the colon, to act locally. 
it does not enter the circulation sig- 

ificantly ; no systemic toxicity is seen, 


even though administration is continued. 


George A. Breon e. Company 


1450 BROADWAY, NEW YORK 18, N. Y. 
CHICAGO 

ATLANTA 

DALLAS 

RENSSELAER, N. Y. 

SAN FRANCISCO 
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Nupercainal Ointment 


for prompt and prolonged relief of 
local pain and itching 


NUPERCAINAL OINTMENT is indicated in 
Hemorrhoids, Anal Fissures, Pruritus Ani, Pruritus 
Vulvae, Fissured Nipples, Burns, Intertrigo, 
Decubitus, and Nasal Furuncles. 


NUPERCAINAL OINTMENT contains 1% Nupercaine 
(dibucaine) in a base of lanolin and petrolatum 
available in 1 oz. tubes with applicator and | Ib. jars. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
NUPERCAINAL® =NUPERCAINE® (brand of dibucaine) _—2/1564M 
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Separate for Stability... 


combine 
The lyophilized factors of Lyo B-C® are stable 
indefinitely under refrigeration; combined with 

water for injection, they present a potent tf or 

grouping of the principal B-complex elements and 
vitamin C. Intravenous administration of Lyo B-C US 

is indicated in treatment of deficiency states asso- e€ 

ciated with surgery, increased metabolism, prolonged 

infusions and other circumstances tending to 

deplete stores of the vital water-soluble B-complex 

and vitamin C. Lyo B-C vitamins are rapidly and 

completely absorbed following intramuscular or 

intravenous injection, and are a valuable addition 

to infusions of glucose, plasma, saline, Ringer’s 

or amino acid solutions. 


Principal B-Complex Factors and Ascorbic Acid 


Each Vacule@ vial contains: 


Thiamine hydrochloride 
(vitamin B,) 100 mg. 
Riboflavin (vitamin B,) 10 mg. 
Pyridoxine hydrochloride 
(vitamin B,) 10 mg. 
d-Panthenol (equivalent to 58 mg. q 
of calcium pantothenate) 50 mg. 
Niacinamide 500 mg. 
Ascorbic acid (vitamin C) 500 mg. 


Supplied in 5-cc. Vacule vials. 
Sharp & Dohme, Philadelphia 1, Pa. 
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for the correction of 
habitual and “atonic” constipation 


Cholmodin 


(Brand) 


Tablets are specific—and specifically bland. These desirably 
paired qualities reflect the special combination in Cholmodin of 
deoxycholic (bile) acid with a small amount of extract of aloe. 


The deoxycholic acid stimulates peristalsis of the small intes- 
tine. In addition its high surface activity facilitates wide dis- 
tribution in the colon of the specific stimulant, emodin—derived 
from hydrolysis of aloe. This reduces the aloe dosage needed 
and ensures bland corrective action, usually resulting in a soft 
and formed stool without dehydration. 


Cholmodin (Brand) Tablets are notably free of griping effect. 
They do not contain belladonna or carminatives. The product is 
generally indicated for all types of patients with uncomplicated 
chronic constipation. 


Cholmodin Each tablet contains 14 gr. (0.1 Gm.) 
deoxycholic acid and ? gr. (0.05 Gm.) extract of aloe. 
Bottles of 50 and 500 tablets. 


CHOLMODIN, Trademark Reg. U. S. Pat. Off. 


PANY, INC, 


October 1950 
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NON-SURGICAL TREATMENT 


7 ALKALINE 
TITRATION ACID 


500 cc. of milk: 


CURVES 


OF TITRALAC, 5 
MILK,AND 
ALUMINA 

IN 50 cc. 

OF N/10 HCI 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.':? In 
a recent comprehensive paper, Aaron® and 
others* ® express a preference for calcium 
carbonate as the antacid to be employed. 
TrTRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.° Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


Time in minutes 


TITRALAC 
(one tablet) 


Alumina type 
of antacid 
‘(one tablet) 


N/1LO HCE 


30 36 42 48 54 60 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrTRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 
TrrRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages ‘of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 
1. Rossett, N. E., and eo J.: Ann. -. ot. 18: 193 
(1944). 2. Freezer, C.R ; Gibson, C. S rm 


E.: Guy’s Hosp. Me a 191 (1928). 3 

Lipp, W. F., and Milch, E.: J. A. M. A. 139: ‘on tren” i} 

1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 

ities). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 

p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 


° The formula of trrRaLac is one whose composition and 
of action are recognized by U.S. Patent. No 2 2,429,506. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rirtH AVENUE, NEW YORK 1, N. Y. 


©Schenley Laboratories, Inc. 
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THE 


EFFECTIVE HEMATINIC 
FOR THE ANEMIAS OF .... 


EFFECTIVE 0 
HEMATINIC 

ror 

ALL HYPOCHROMIC ANEMIAS..... HEMOSULES” ‘Warner’ 


The recommended daily dose of 
6 HEMOSULES* provides... 


15 grains of dried Ferrous Sulfate, U.S.P., equivalent to 285 mg. 
of assimilable iron or 28 x M.D.R.t 


Thiamin hydrochloride (Vitamin B.) 6.0 mg. (6 x M.D.R.t) 
Riboflavin (Vitamin Bz) 6.0 mg. (3 x M.D.R.t) 
Ascorbic acid (Vitamin C) 90.0 mg. (3 x M.D.R.T) 
Niacinamide** 24.0 mg. 
Pyridoxine hydrochloride (Vitamin Bs)*** 3.0 mg. 
d-Panthenol (equiv. fo 3.0 mg. 

Pantothenic acid)*** 2.82 mg. 
Folic acid*** 1.2 mg. 
Liver Fraction 2 (15 grs.) 972.0 mg. 


*Trade Mark 
tMinimum daily adult requirement. 


**The minimum daily requirement for WW TL LIAM R. WARNER 
Division of Warner-Hudnut, Inc. 


***The need for pyridoxine hydrochloride, pantothenic acid and : 
folic ocid in human nutrition has act been established. NewYork Los Angeles @ St. Louis 
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The sum of CHOBILE therapy 
is increased volume output 
of bile with measured replacement 


of indispensable cholic acid, the substance 


credited with being the crucial factor 
in bile acid formation. 


Thus, CHOBILE produces a biliary flush without 
the risk of secretory exhaustion ... by supplying 
cholic acid for maintaining the concentration 


of natural bile acids. 


PRESCRIBED FOR MORE THAN 7 WEARS 


Indicated in biliary stasis, indigestion, 


epigastric distress and constipation of 


biliary origin. Each CHOBILE tabule con- 
tains cholic acid conjugated as sodium 


glycocholate and sodium taurocholate 


(1% gr.), and ketocholanic acids (1% gr.). 


Samples and literature on request. 


IRWIN, NEISLER & CO. cm 


DECATUR, ILL. 
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a new 
antibacterial 


agent a 


Wide antibacterial activity, low 


} toxicity and virtual elimination of 

\ 


renal complications distinguish the use 


of Gantrisin* ‘Roche’, a new and 


' remarkably soluble sulfonamide. Highly 


effective in urinary as well as systemic 


; _ infections, Gantrisin does not require 

\ 


alkali therapy because it is soluble 
H even in mildly acid urine. More than 
/ 20 articles in the recent literature 
: attest its high therapeutic value and 
1 the low incidence of side-effects. 
Gantrisin is now available in 0.5 Gm 
tablets, as a syrup, and in ampuls. 


; Additional information on request. 


i} 
\ 
| 


HOFFMANN-LA ROCHE INC NUTLEY 10 N, J. 


1 

1 

\ Gantftrisin 

i] * Brand of sulfisoxazole (3,4-dimethyl- 
5-sulfanilamido-isoxazole) 


October 1950 
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FEOJECTIN 
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now 


a completely | new form of iron therapy 


“We can now treat successfully 
those refractory iron-deficiency anemias 


that have previously defied us.” 
(Editorial, The Lancet, Jan. 1, 1949) 


Feojectin is a stable solution of saccharated 
iron oxide for intravenous injection only. It is 
particularly indicated for those cases of 
iron-deficiency anemia in which oral 
medication (1) is ineffective, 

(2) is not well tolerated, or (3) produces 
results too slowly. 


Feojectin is supplied in boxes of six 5 cc. 
ampuls. (Each ampul contains the equivalent 
of 100 mg. of elemental iron.) 


for use when oral iron fails 


Smith, Kline & French Laboratories 
Philadelphia 


*Feojectin’ Trademark 
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e . 
Drop-cillin 
50,000 UNITS*® in a dropperful 

9 ce. bottle contains 600,000 units. 


Dram-cillin 
100,000 UNITS* in a teaspoonful 
60 ce. bottle contains 1,200,000 units. 

Both with a delicious vanilla flavor. 


*buffered penicillin G potassium 


White Laboratories, Inc., 
Pharmaceutical Manufacturers, Newark 7, N. J. 
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quick relief and healing ; 


Resinat, pepsin inactivator and antacid, 
brings quick relief of pain and speeds : 
healing of peptic ulcer. | 
Weiss, S., et al.,! used Resinat in \ 
the treatment of 120 ulcer patients. 
These investigators report 
“symptomatic relief occurred within 
48-72 hours and x-ray follow-up 
showed regression of ulcer crater 
in two to four weeks.” 


Resinat is insoluble, chemically and || 
physiologically inert. It does not remove 
chlorides, phosphates, vitamins or minerals 
from the body. It does not alkalinize the 
F system or cause acid rebound. 
Available in Capsules, 0.25 Gm.—Tab- 
0.5 Powder, Gun. Packets. Resinat inactivates pepsin and neutralizes 


1. Weiss, S., et al.: Rev. Gastroenter- excess gastric acidity. 


ology 16:501-509 (June) 1949. 
Literature and samples available. 


More than 

Half a Century 

of Service 

to the Medical Profession 


The National Drug Company 
Philadelphia 44, Pa. 
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a 


Bil2 activity 


...from an appetite-building, 


blood-building iron tonic! 


Bie activity of at least 12 micrograms of vitamin Bj2 per oz. 
as determined by microbiological assay. 


Hematinic quantities of iron (ferrous gluconate). 


B complex vitamins—well in excess of known 
minimum daily requirements. 


And it’s pleasant tasting! 


FERRATED 


B COMPLEX WITH Bu ACTIVITY 


CINCINNATI ¢ U.S.A. 
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Patient under Treatment 
FOR URINARY 


. TRACT INFECTION 


meantime enjoys 
Reilly 
from distressing 
symptoms 


With orally administered Pyridium—an effective, safe urinary 
analgesic—physicians can give patients with urinary tract infection prompt relief 
from such symptoms as urinary frequency and pain and burning on urination. 

Pyridium in therapeutic dosage is virtually nontoxic and may be administered 
throughout the course of treatment with streptomycin, penicillin, the sulfonamides, 
or other specific therapy. 


The complete story of 

to eration clinical uses is avail- 
& Co. spi role distr ee in the Un ited States. able upon request. 


Pyridium’ 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & Co., Inc. Manufacturing Chemists RAHWAY, N. J. 
In Canada: Merck & Co. Limited — Montreal, Que. 
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when pregnancy is contraindicated ... 


A COMPARATIVE STUDY 


THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


ee Hence, the conclusion would seem inescapable that these latter 
methods—especially the suppository, the simplest of them all—deserve 
more widespread trial than they have heretofore received. °°* 


The Suppository Technic.—In a Baltimore per 100 woman-years of exposure to the oppor- 
clinic, use of the simple, Lorophyn Suppository tunity of becoming pregnant. This rate was 
technic produced a rate of 16.2 pregnancies compared to some reported in the literature 


with diaphragm and jelly: 12, 15, 18 
and 33. Over 300 patients were 
studied for periods of from six months 
to over two years. 

In the South Carolina State post- 
natal and syphilis clinics, Lorophyn 
Suppositories were shown to have 
comparable effectiveness. 


Lorophyn® Suppositories 
(N.N.R.) contain phenylmer- 
curic acetate 0.05% and glyceryl 
laurate 10% in a water-dispers- 
ible, self-emulsifying, synthetic 
wax base. Hermetically sealed in 
foil, they will not leak in hot 
weather. 


* Eastman, N. J. & Seibels, R. E.: The Ef- 
ficacy of the Suppository and of Jelly 
Alone as Contraceptive Agents, J.A.M.A. 
139:16 (Jan. 1) 1949. 

Reprint on request. 


EATON LABORATORIES, 


INC., NORWICH, N. Y. 


When a jelly is preferred—LOROPHYN JELLY (N.N.R.) also contains the powerful spermi- 
cide: phenylmercuric acetate 0.05%, and polyethylene glycol of mono-iso-octyl phenyl 
ether 0.3%, methyl p-hydroxy benzoate 0.05% and sodium borate 3% in a special jelly base. 
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For the patient presenting a clinical 
picture in the knot of spasm 

and spastic pain, Donnatal provides 
controlled spasmolysis, through 

a precise optimal balance of the principal ‘ 
natural alkaloids of belladonna ed am 
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now... digestant enzymes 


released in relay 


by the peptomatic* tablet 


The multiform aid required in digestional dysfunction 
or imbalance may now be administered in a single tab- 
let—Robins’ Entozyme—which (by unique Peptomatic* 
action) releases pepsin, pancreatin and bile salts indi- 
vidually at the gastroenteric levels of respective optimal 
activity. Entozyme has proven particularly efficacious"? 
in chronic cholecystitis, post-cholecystectomy syndrome, 
infectious hepatitis, pancreatitis, chronic dyspepsia, 
and peptic ulcer. It is also especially useful in nausea, 
anorexia, belching, flatulence and pyrosis. 


Yy 


A. H. Robins Co., Inc. « Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


*A coined word 
to describe the 
unique me- 
chanical action 
of the Ento- 
zyme Tablet, 
whereby: 


formula: 


Each specially 
constructed tab- 
let contains pan- 
creatin, U.S.P., 
300 mg.; pepsin, 
N.F., 250 mg.; 
bile salts, 150 mg. 


references 


1. MeGavack, 
T.H.,and Klotz, 
S. D.: Bull. Flow- 
er Fifth Ave. 
Hosp., 9:61, 
1946. 2. Weiss- 
berg,J.,etal.:Am. 
J. Digest Dis., 
15:332, 1948. 


entozyme’ 


The multi-enzyme digestant with unique Peptomatic Action! 
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“The value of 
sulfonamide mixtures 
in reducing 
crystalluria and 
renal complications 
is based on 


undisputed experimental evidence 


“It has been confirmed 
by several independent 
groups of investigators 
in rigorous | 
practical tests at | 
the bedside.” 

(Lehr. D.:J.A.M.A., Feb. 5, 1949.) } 


for safer, 
more effective, speedier, 

highly palatable | 
sulfonamide 
therapy 


cc. of syrup (approx. one one teaspoonful) 
each 7% grains of sulfa 


*not contained in Tri-Sulfanyl Tablets 


Samples of 
Tri-Sulfanyl 
on request. 


CASIMIR FUNK LABORATORIES, INC. 
affiliate of U. S. Vitamin Corporation 
250 East 43rd Street, New York 17, N.Y. 
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SULFAMERAZINE ~—0.162 Gm. 
SULFATHIAZOLE 0.162 Gm. 
SODIUM CITRATE 0.375Gm. 
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now there are two strengths... 


Eskacillin 


(new low price) 


Eskacillin 


the unusually palatable 
liquid penicillins for oral use 


Now, S.K.F. offers widely-prescribed Eskacillin in two strengths: 

(1) ESKACILLIN 50, containing 50,000 units of crystalline penicillin G 
per 5 cc. teaspoonful. 

(2) ESKACILLIN 100, containing 100,000 units of crystalline penicillin 
G per 5 cc. teaspoonful. 


EsKACILLIN 50 is supplied in 2 fl. oz. bottles providing 600,000 units 
of penicillin. EskAcILLIn 100 provides 1,200,000 units of penicillin 
in a 2 fl. oz. bottle. 


Children enjoy taking ESKACILLIN 50 and EsKACILLIN 100 because these 
preparations taste so good. After mixing, Eskacillin can be kept in a 
refrigerator for seven full days with no significant loss of potency. 


Smith, Kline & French Laboratories, Philadelphia 
‘Eskacillin’ T.M. Reg. U.S. Pat. Off. 
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ed for: acute pneumococcal infections, including 
lobar pneumonia, bacteremia; acute streptococcal infec- 
tions, including erysipelas, septic sore throat, tonsillitis ; 
acute staphylococcal infections; bacillary infections, 
including anthrax; urinary tract infections due to E. 
coli, A. aerogenes, Staphylococcus albus or aureus, and 
other Terramycin-sensitive organisms ; acute brucellosis 
(abortus, melitensis, suis) ; hemophilus infections; acute 
gonococcal infections ; lymphogranuloma venereum ; 
granuloma inguinale; primary atypical pneumonia; 
typhus (murine, epidemic, scrub); rickettsialpox. 

+ 2t0 3 Gm. daily by mouth in divided doses 
q. 6h. is suggested for acute infections. 


Supplied: 250 mg. capsules, bottles of 16 and 100; 
100 mg. capsules, bottles of 25; 
50 mg. capsules, bottles of 25. 
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|. King, E. Q.; Lewis, C.N.; Welch 


Clark, E.A., Jr.: Johnson J.B. 


Lyons, J. B.; Scott, R.B., and Cornely 
Oley 


2. Herrelll, W. E.; Heilman, F. E.; 


Wellman, W.E., and Bartholomew, L. A. 


Proc. Staff Meet. Mayo Clin. 


Antibiotic Division 
CHAS. PFIZER & 


INC. Brooklyn 6, N.Y. 
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Wo.ume— 1% 


a newly recognized palatable source of 


POTASSIUM 


... the neglected mineral 


Appreciation of potassium-depleted states is comparatively new. 
The importance of a normal potassium-ion balance in the body 
is often overlooked. 

Maintenance of the electrolyte balance, osmotic pressure 
of the body fluids and normal cardiac rhythm and rate is impos- 
sible when the total of potassium-ions is below a critical level. 

A common avenue of potassium-ion loss is through increased 
urinary excretion during fever. 

Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. Valentine’s 
Meat-Juice Co., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


Valentine’s 
PREPARATION 


MEAT EXTRACT 


References... 
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F peak performance in non-narcotic 


ROBITUSSIN: 


‘ROBINS’ 


In Robitussin, Robins now makes available a potent new and different 
therapeutic weapon for the relief of cough. Its major component is 
glyceryl guaiacolate, shown by recent dependable investigative tech- 
niques to be unexcelled for its intense and prolonged action in increas- 
ing R.T.F. (respiratory tract fluid) .'-*-* Also included in the Robitussin 
formulation is desoxyephedrine—an adrenergic agent to prevent bron- 
chial spasm*—which lifts mood and improves patient’s sense of well- 
being.* Robitussin’s highly palatable aromatic syrup vehicle appeals 
to young and old alike. Robitussin makes expectoration easier and freer 
and diminishes dry, irritating cough. It is non-toxic, non-narcotic. 
uses: Acute colds of head and chest, bronchitis, laryngitis, tracheitis, pharyn- 
gitis, pertussis, influenza and measles. Helpful as a palliative of harmful 
cough in tuberculosis, asthma and paranasal sinusitis. : 
FORMULA: Each 5 ce. (1 tes poonful) of Robi ins: 
Glyceryl g t 100 mg. 
Desoxyephedrine hydrochloride 1 mg. 
In a palatable aromatic syrup 

DOSAGE: Adults: 1 to 2 teaspoonfuls, repeated every 2 to 3 hours as 
Children: % to 1 teaspoonful according to age. 3 or more times daily. 


suppPued: In pints and gallons. 


.: Canadian J. Res., 23:195, 1945. 

.: Canadian M.A.J., 'S4:216, 1946. 

tall: Canadian M.A.}., 42:220, 

“all: J. Lab. & Clin. Med., 28:603, 

"and Tainter, M. L.: j. Pharmacol. 1943. 


A. H. ROBINS COMPANY, INC. 


Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


te predective cough 
to minimize harmful cough 


Robins 
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FOR MORE COMPLETE SYMPTOMATIC RELIEF 
or HAY FEVER ano COMMON COLDS 


a rational combination of 


PYRANISAMINE MALEATE 20 mg. 


. . . safe, effective antihistaminic shown to be valuable in relieving 
the sneezing, sniffles, and itching of the eyes and nose associated 
with hay fever and colds;'? found to abort colds or shorten their 
duration in some cases.” 


EPHEDRINE SULFATE mg. 


«long used in prescriptions for allergic conditions to provide 
bronchiolar dilatation and encourage nasal decongestion, helping 
to clear the upper respiratory airway; complements the anti- 
allergic action of pyranisamine maleate and counteracts any 
possible tendency to drowsiness. 


163 mg. (2% gr 


. .. established synergistic combination for the relief of headache 
and muscular pains and reduction of fever associated with infectious 
and allergic colds. 


ASPIRIN 163 mg. (2% gr.) and ACETOPHENETIDIN. 


COTETRIN* COMBINES THREE ACTIONS 
FOK BOTH LOCAL AND SYSTEMIC RELIEF 


SUPPLIED: Bottles of 100 tablets. 
1. Loveless, M. H., and Dworin, M.: J. Am. M. Women’s A. 4: 105 (19491. 2. Murray, H. G.1 Indust. 


Med. 18: 215 (1949). 
*Trademork of Chorles C. Haskell & Co., Inc. 


CHARLES C. HASKELL & CO., INC. 
RICHMOND, VIRGINIA 
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CAMP or au sasic 
SCIENTIFIC SUPPORT NEEDS 


Prenatal - Postoperative - Postnatal 
Pendulous Abdomen - Breast Conditions 
Hernia - Orthopedic + Lumbosacral - Sacro-iliac 
Dorsolumbar - Visceroptosis - Nephroptosis 


@ Developed and improved over four decades of close 
cooperation with the profession, basic CAMP designs 
for all basic scientific support needs have long earned 
the confidence of physicians and surgeons here and 
abroad. All incorporate the unique CAMP system of 
adjustment. Regular technical and ethical training of 
CAMP fitters insures precise and conscientious attention 
to your recommendations at moderate prices. 


lf you do not have a copy of the latest CAMP “REF- 

ERENCE BOOK FOR PHYSICIANS AND SURGEONS,” 

it will be sent on request. 

S. H. CAMP and COMPANY, Jackson, Michigan 
World's Largest Manufacturers of Scientific Supports 

New York * Chicogo * Windsor, Ontario * London, England 


YOU MAY RELY on the merchants in your community who 
display this emblem. Camp Scientific Supports are never 
sold by door-to-door canvassers. Prices are always based 
on intrinsic value. 


Authored des 
P 


Mth Sanual 


OCTOBER 16-21 


Communities throughout. the nation are preparing to mark 
this important event in popular health education. A series 
of full color posters are nationally distributed in schools, 
colleges, factories, Y's, clinics, health centers and other in- 
stitutions. These two heavily illustrated booklets have been 
widely accepted by physicians everywhere for distribution to 
their patients. Their titles are: ‘Blue Prints for Body Balance” 
and ‘‘The Human Back... its relationship to Posture and 
Health."’ Ask for ples or the quantity you need on your 
letterhead. Write to SAMUEL HIGBY CAMP INSTITUTE FOR 
BETTER POSTURE, Empire State Building, New York 1, N. Y. 
Founded by S. H. Camp and Company, Jackson, Mich. 
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Now offered to the medical 
profession for the first time 


A new analgesic compound 
containing acetyl-p-aminophenol 


... the non-toxic therapeutic metabolite of acetanilid 


Long known as one of the most potent, rapid-acting analgesics, 
acetanilid has now been found to have a non-toxic therapeutic 
factor—acetyl-p-aminophenol. Studies at the Yale Laboratory 
of Applied Physiology and New York University School 
of Medicine show that acetyl-p-aminophenol has the high 
analgesic potency of acetanilid, without its toxicity. Unlike acet- 
anilid and acetophenetidin compounds, acetyl-p-aminophenol 
does not damage blood cells, is safe even for chronic pain. 


Acetyl-p-aminophenol 
non-toxic therapeutic metabolite 
Acetanilid (Does not damage blood cells) 


metabolizes to 


Toxic aniline compounds 


TRIGESIC 


henol, Aspirin and Caffeine Tablets 


Trigesic offers all the advantages of acetanilid . . . none of 
the disadvantages . . . plus the benefits of aspirin and caffeine 


Each tablet contains 0.125 Gm. acetyl-p henol; 0.23 Gm. aspirin and 0.03 Gm. caffeine. 
Bottles of 36, 100 and 1,000. Also available as TRIGESIC WITH CODEINE, containing, in addition, 
16 mg. codeine phosphate. Bottles of 100. 


SQUIBB 


“"TRIGESIC’’ IS A TRADEMARK OF E. R. SQUIBB & SONS 


41 


A 
| 
4 
| 
{ 
i 
{ 
| 
| 
| 
| 
| 
| 
iy 
—— 
4 


SOUTHERN MEDICAL JOURNAL October 1930 


in BURNS 
slow healing WOUNDS 


ULCERS 
(decubitus, varicose, diabetic) 


renew vitality of 
sluggish cells 


accelerate smooth 
epithelization' 
with 


OtNTMEN 

the external 
cod liver oil 
therapy | 


tila, PROTECTIVE © SOOTHING © HEALING 


®) Desitin Ointment is a’ 
blend of crude cod livet oil (with unsatu- 
rated fatty acids and vitamins Aand Din © 

proper ratio for maximum efficacy), zin¢@xige, 
talcum, petrolatum, and lanolin. Minimizes 
scarring; dressings easily appligg@ and 
painlessly removed. Tubes @ 

2 oz., 4 0z., and 


Send for SAMPLES and new clinical 


1. Behrman, H. T., Combes, F. C., BoRiG 
Leviticus, R.: Industrial Med. & Surg. 3B 


IMPORTANT: Desitin Ointment does not liquefy at body temperature and is 
not decomposed or washed away by secretions, exudate, urine, or excrements. 
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TRAVENOL TRAVAMIN TRINIDEX e TRANSFUSO VAC « PLASMA-VAC PLEXITRON 


BAXTER 


PROVIDES 


the exact solution and the specific equipment 
for any bulk parenteral requirement. 


Uniform containers, standard closures, 

easy-to-use sets and standardized procedures 
“fsx. make the complete program easy to learn 
and efficient in operation. 


No other program is used by 


SOLUTIONS Travenol, Travamin and 
Trinidex solutions provide the doctor with a 


choice to meet his exacting requirements, all Baxter 


solutions are pure, 
BLOOD PROGRAM The world-renowned 


Baxter CLosep TECHNIQUE, Transfuso Vac 
and Plasma-Vac containers for every phase of 


modern blood banking. 


sterile and 


non-pyrogenic 


ACCESSORIES Plexitron expendable sets 


for blood collection, plasma aspiration, solution 
and blood, plasma and serum administration. 


Products of 


BAXTER LABORATORIES, INC. 
Morton Grove, Illinois 


NIWVAVUL IONJAWEL NOMLIX3Td © DVA“VWSV1d OSMASNVUL © XAIGINIUL NIWVAVEL © IONIAVEL 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES +» EVANSTON, ILLINOIS 
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Must side effects hitchhike... 


with effective 


relief in bronchial 
asthma? 


CINCINNATI © U.S.A. 


For years, relief in bronchial asth- 

ma has carried unwelcome side effects 
with it—nervousness, palpitation, 
increased blood pressure, insomnia. 
But now, NETHAPRIN makes prompt, 
symptomatic relief possible — essen- 
tially free from the undesirable side 


actions of ephedrine. 


In bronchial asthma and similar allergic 
conditions, NETHAPRIN can be relied 
upon to provide effective relief . . . 
increased vital capacity . . . better 
feeling of well-being. Yet its bron- 
chodilator, Nethamine, ‘“‘causes very 
little central nervous stimulation and 
produces little or no pressor action.”! 


NETHAPRIN 


SYRUP CAPSULES 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-—in full or half strength. 


Hansel, F. K.: Ann. Allergy, 1:199-207, 1943 
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* powerful amebacide 


* relatively non-toxic 
*destroys trophozoites and cysts 
*thereby hastens healing 


Recommended dosage: Three enteric coated pills 
(0.25 Gm., 4 gr. each) three times daily before meals 
for eleven days. Repeat, in refractory 

cases, after ten day interval. 


ischo 


ERNST BISCHOFF COMPANY, INC - IVORYTON, CONN. 
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enlarged X-ray... 


THE UPJOHN COMPANY KALAMAZOO 99. MICHIGAN 


... reveals the compartments of a Minacap*— 
a capsule within a capsule—a feat of pharma- 
ceutical engineering. The outer hard capsule, 
containing ‘vitamin B,., riboflavin, calcium 
pantothenate, nicotinamide, ferrous sulfate 
and purified bone phosphates, envelops an 
inner soft capsule supplying thiamine, pyri- 
doxine, folic acid, ascorbic acid, vitamin A 
and vitamin D. This new general vitamin and 
mineral supplement, engineered for stabiliz- 
ing nutritional potency, is particularly valu- 
able during such periods of increased need as 
pregnancy and lactation. 


Minacap is another new Upjohn preparation 
designed for completeness of formula, stabi- 
lized potency, and simplicity of dosage. 

Supplied in bottles of 100 and 500 capsules. 


* Trademark, Reg. U. S. Pat. Off. 


Upjohn Medicine... Produced with care... Designed for health 


October 1950 
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acs at constant weight 


Even mild latent edema adds a substantial 
burden to the failing heart. It is the best, 
therefore, to assure the edema-free state by 
maintaining the cardiac patient at unfluc- 
tuating basal weight with systematic mer- 
curial diuresis. 


Tablets MERCUHYDRIN with Ascorbic Acid— 

plus an occasional injection—are unexcelled 
for diuretic maintenance therapy. Because 
“maximum absorption occurs relatively high in the gastrointes- 
tinal tract (stomach and duodenum)”* these tablets are simple 
sugar-coated. Unlike poorly tolerated oral mercurials, they re- 
quire no enteric coating. 


Effective and well tolerated, Tablets MERCUHYDRIN with Ascorbic 
Acid are ideal for keeping ambulatory cardiacs consistently free of 
edema with a minimum of inconvenience to physician and patient. 


with Ascorbic Acid (brand of meralluride) 


Available in bottles of 100 simple sugar-coated tablets each containing meral- 
luride 60 mg. (equivalent to 19.5 mg. of mercury) and ascorbic acid 100 mg. 


*Overman, W. J.; Gordon, W. H., and Burch, G. E.: Tracer Studies of the Urinary 


Excretion of Radioactive Mercury following administration of a Mercurial Diuretic, 
Circulation /:496, 1950. 


The simplest method of outpatient maintenance 


aboratortés, INC., MILWAUKEE 1, WISCONSIN 
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“Beminal” offers major ‘B’ therapy with a quintet of 
distinctive combinations that simplify selection of 
appropriate treatment for each patient. 


1. “Beminal”’ Forte with Vitamin C (Capsules No. 817) 
is recommended whenever oral administration of 

massive doses of B factors and vitamin C is desirable. 
Each capsule contains: 


Thiamine HC] (B,) . .... 25.0mg. 


Riboflavin (Bz). . . . .. # %12.5mg. 
Pyridoxine HCl . . . . . 10mg. 
Calc. pantothenate. . . . . . . 100mg. 
Vitamin C (ascorbicacid) . . . . . 100.0mg. 


Dosage: One to three capsules daily or as directed 
by the physician. 


The other members of the “Beminal” family are: 


2. “Beminal’’ fortified with Iron and Liver, 
Capsules No. 816. 


3.“Beminal’’ fortified with Iron, Liver, and Folic Acid, 
Capsules No. 821. 


4. “Beminal’’ Forte Injectable (Dried) No. 495. 
5. “Beminal’’ Tablets No. 815. 


McKenna & Harrison Limited 


22 East 40th Street, New York 16, N. Y. 
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Pancreas, weighing 300 grams, is about twice 
lated parenchyma disrupted by a marked 
ologist’s diagnoses: ‘‘obesity; left ventricular pulmonary edema” 
and congestion; fatty infiltration of liver; of pancreas.” 


The pancreas of an overweight patient 


Weight reduction—of even a few pounds—is often the surest 
means of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient 
to adhere to a low-calorie diet and thus to reduce weight safely— 
‘ithout the use (and risk) of such potentially dangerous drugs as thyroid. 


mith, Kline & French Laboratories, Philadelphia 


exedrine® Sulfate cis: 


A most effective drug for control of appetite 
In weight reduction 


o-amphetamine sulfate, S.K.F. 


1950 
tablets « elixir 
Pa or dex | 


New Jife for the living 


When the patient resigns himself to mere existence during the middle period of life, 
depression can so easily get the upper hand. The seemingly endless, 

daily routine of living is approached with apathy, inertia and 

lack of interest; and the patient’s own outlook on life drags him down 

the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 

Its uniquely ‘“‘smooth”’ antidepressant effect restores mental alertness 
and optimism, induces a feeling of energy and well-being. 

By helping to revive the patient’s interest in daily affairs, 
‘Dexedrine’ has the happy effect of bringing back /ife for the living. 
Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice tablets ¢ elixir 


*T.M. Reg. U.S. Pat. Off. for dextr phetamine sulfate, S.K.F. 
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no excitation... 
no wakefulness 


Because the vasoconstrictor of Benzedrex Inhaler 

is a derivative of cyclohexane—not a 

derivative of benzene as is ephedrine—it produces 
almost no central nervous stimulation. 

Benzedrex Inhaler may therefore be freely used 

even by those individuals in whom such ephedrine-like 
effects as insomnia, restlessness, or nervousness 

are frequently encountered. 

Benzedrex Inhaler provides more rapid shrinkage, 
more complete shrinkage, and more prolonged shrinkage. 
Its clean, medicinal odor assures your patients’ 
cooperation between their treatments in your office. 


Smith, Kline & French Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed 


‘Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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mw Aspergum presents the analgesic agent 


topically, at the site of the pain. 


mw Chewing aids removal of tissue waste 


products, gently stimulates the muscles of 


deglutition, encourages an earlier return to a full 


diet—convalescence is hastened. 


w Aspergum also provides a prolonged mild, 
general analgesia and antipyresis in children. 


It tastes good—children chew it gladly. 


34 grains of acetylsalicylic acid per tasty 
tablet—a dosage and form uniquely fitted to 


childhood requirements. Promoted ethically. 


WHITE LABORATORIES, INC., 


Pharmaceutical Manufacturers, Newark 7, N. J. 
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A New, Distinctive Synthetic ANTISPASMODIC 


TROCINATE 


HIGHLY POTENT... NON-TOXIC 
DUAL ACTIVITY 


X-ray, typical 
spastic gut 


THE THIOL LINKAGE, chemically 
incorporated for the first time in a synthetic 
antispasmodic drug, is responsible for the 
extremely high potency of Trocinate. 


X-Ray, typical 
norma! gut 


TROCINATE (Beta-diethylaminoethyl-diphenylthioacetate hy- 
drochloride) offers in a single molecule all the advantages 
and none of the disadvantages of atropine and papaverine. 
Note these outstanding properties: 


Strong musculotropic action 
(2) Strong neurotropic action 
&) Non-narcotic 


4] Remarkably free from side-effects, 
low in toxicity 


Professional samples are available. Write Wm. P. Poythress and Company, Incorporated, Richmond 17, Va. 


INDICATIONS: For the relief of h le sp 3 as 
existing in pylorospasm, gastric hyperacidity, gastric or duo- 
denal ulcer, gastritis, enteritis, colitis, irritable colon, biliary 
colic, biliary dyskinesia. 


DOSAGE: Adults—one or two tablets, three or four times a day. 
(Swallow whole to avoid local anesthetic effect). 


SUPPLIED: Trocinate (pink sugar-coated tablets) contains 
100 mg. Trocinate. 


Trocinate with phenobarbital (red sugar-coated tablets) con- 


tains 65 mg. Trocinate and 15 mg. phenobarbital. Available 
in bottles of 40 and 250 tablets. 


diphenylthioacetate hydrochloride 
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aturation 


osage’ 


of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
\ — if tissue rehabilitation® and return to health‘ are 
' to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
\ 250 mg. of vitamin C — the highest strength of ascorbic acid 
\ available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.! 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
FORMULA: Each Allbee with C capsule contains: 


Thiamine hydrochloride 15 mg. 
Riboflavin (Bz) 10 mg. 
Nicotinamide 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) 250 mg. 


\ REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
\ Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
. Med. Clin. North America, 27:567, 1948. 3. Kruse, H. D.: Proc. Conf. 
\ Convalescent Care, New York Acad. Med., 1940. 
5 4. Spies, T. D.: Med. Clin. North America, 27: 273, 1943, 
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Reproductions from a 
motion picture; courtesy 
Birmingham Veterans 
Administration 
Hospital, Van Nuys, 
California. 


ant cture the patient 


with motion...to dramatize 
the teaching situation 


Because technic—the skilled movement of the sur- 
geon’s hands, the integrated action of the surgical 
team—is an essential factor in the teaching of sur- 
gery, motion picture presentation is virtually a neces- 
sity for the demonstration of new surgical methods. 

Because Cine-Kodak Special If Camera is recog- 
nized as an instrument of great precision and wide 
versatility, it is the choice of more and more medical 
photographers for surgical motion picture records. 
Features include: revolving twin-lens turret specially 
designed for accessory lenses... reflex finder for 
focusing and composing with each lens used. Lens 
equipment: choice of Lumenized Kodak Cine Ektar 
Lenses—25mm. /f/1.4 or 25mm. f/1.9—with a full 
complement of interchangeable accessory lenses of 
different focal lengths. 

See the entire line of Cine-Kodak Cameras at your 
photographic dealer's, or write for the free booklet, 
“Motion Picture Making with the Cine-Kodak Special 
Il Camera.” . .. Eastman Kodak Company, Medical 
Division, Rochester 4, New York. 


Kodak products for the medical profession include: 


X-ray film, sereens, and chemicals; electrocardiographic papers 
and film; cameras and projectors—still- and motion-picture; 
photographic film—full-color and black-and-white (including 
infrared) ; photographic papers; photographic processing chemi- 
cals; microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 
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MARYLAND 


12 ORAL TABLETS 
LUMINUM PENICILLIN 
P gach tadier contains Alawinam Penicillin 


MYRGOU, WESTCOTT & DUMNING, ic 


BALTIMORE 1 


Greater effectiveness 


Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.’ 


aS Sodium benzoate is added because it inhibits the destructive 
action of intestinal enzymes.‘ 


aX Each tablet contains: Aluminum Penicillin, 50,000 units: 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


'Terry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 1948. 
*Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 
ao. 4" A and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November. 
1945, p. 2. 
‘Reid, R. D., Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63 
1946, p. 438. 


* Patent applied for. 
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CARCINOMA OF THE MALE URETHRA* 


By H. A. O’Brien, M.D. 
JosepH D. MitcHett, Jr., M.D. 
and 
E. C. St. Martin, M.D. 
Dallas, Texas 


During the past year we have encountered two 
male patients with carcinoma of the urethra. This 
is unusual in our experience, and for one of us 
(H. A. O’Brien), these are the only cases of this 
nature seen in private patients in eighteen years. 
The frequent occurrence of carcinoma in all other 
parts of the genito-urinary system perhaps gives 
added importance to the rarely encountered case 
of malignancy in the male urethra. However, this 
is not unwarranted importance for a study of cases 
reported in the literature leaves one with the im- 
pression that carcinoma of the male urethra is a 
serious condition and difficult to control. In a high 
percentage of cases, the lesion was far advanced and 
with evident metastasis when first discovered. This 
no doubt accounts for the poor results obtained and 
should be a stimulus for more complete examina- 
tions in an effort to make an earlier diagnosis. 


Clinical Picture——The clinical picture of car- 
cinoma of the urethra varies, because the lesion 
may occur at any point in the urethra. Kruetzman 
and Colloff,! in their review, clarified the picture 
by localizing growths in the anterior or pendulous 
and in the posterior urethra, which includes the 
bulbous, membranous and prostatic portions. They 
found a higher percentage occurring in the posterior 
urethra. The symptoms result from either obstruc- 
tion, infection, or ulceration of the growth. We may 
find only obstructive symptoms, suggesting urethral 
stricture, and this may be further supported by the 
presence of the common complications of stricture 
such as periurethral abscess; urinary fistula; or 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
ety of Northern Kentucky, held in Cincinnati, November 14-17, 


extravasation. Or the primary complaint may be 
burning in the urethra, either constant or with 
voiding. The presenting complaint in one of our 
patients was constant burning in the perineum that 
was aggravated by voiding. And finally, there may 
be ulceration with hematuria or bleeding from the 
urethra. 


Diagnosis —Carcinoma of the male urethra has 
not been easily diagnosed, in spite of the location 
in an organ that can be easily and completely 
examined. The commonest error has been in con- 
fusing it with urethral stricture or some of its com- 
plications. Urethroscopic study in the male has not 
been a routine procedure, which undoubtedly is the 
reason for the frequent failure to make an early 
and correct diagnosis of this lesion. This has been 
mentioned in previous reports, and was particularly 
stressed by Wishard and Bodner.’ In the cases we 
are reporting, the diagnosis was made by urethros- 
copy and biopsy, each being simple procedures. 


TREATMENT 


The results of treatment have not been too en- 
couraging. The onset and early course may be 
insidious, and the proximity to vascular structures 
of the penis explains early and widespread metas- 
tasis. One would expect early recognition of lesions 
in the pendulous urethra, but Zaslow and Priestley* 
observe that their patients with posterior urethral 
lesions reported as early for treatment as the group 
with anterior lesions. Amputation, either partial or 
complete, has been the method of choice for lesions 
in the anterior urethra, although other procedures 
have been used, as x-ray, radium and fulguration. 
In the group with posterior urethral lesions, the 
diagnosis is more difficult, and local extension be- 
yond the urethra makes the treatment less effective. 
For early lesions, excision, with end-to-end anasto- 
mosis of the urethra is most effective. Radical 


amputation and radium and x-ray were used most 
commonly in advanced cases. In the review of 
Kruetzman and Colloff! of 60 patients with anterior 
lesions, 56 per cent recovered, whereas in 83 pa- 
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tients with lesions in the posterior location, only 
14.3 per cent recovered. 


CASE REPORTS 


Case 1—L. D. P., a 75-year-old white man, was first 
seen in August, 1946, with a suprapubic cystotomy of three 
months duration. His general condition had previously 
precluded a prostatectomy, but now warranted it. He was 
resected at this time. 

Nine months later, he returned with many venereal warts 
along the corona and at the external meatus. Podophyllin 
was successfully used, in that it removed the warts, but 
in doing so, produced a balanoposthitis. A circumcision was 
performed six weeks later. 


The verrucae recurred a year later. They had the appear- 
ance of papillomata and extended from the external meatus 
along the pendulous urethra. No tumors were seen in the 
bladder. Using a No. 24 F. resectoscope, they were removed. 
The sections showed “chronic inflammation and papillary 
epithelial hyperplasia.” A stricture of the anterior urethra 
resulted, and the urethra was periodically dilated. 

Seven months later, in December 1948, the papillomata 
recurred in the anterior urethra, and were again resected. 
No tumors were seen in the bladder. The sections were 
returned as “urethral papillomas.” 


During the past year, the urethra has been dilated peri- 
odically. Recently, a papilloma recurred 
in the external meatus. It was “meaty” 
and injected. Because of the persistent 
pyuria, the entire urinary tract was 
surveyed and recurrent tumors were 
found in the pendulous and bulbous 
urethra. In addition, a papillary tumor 
of the bladder was found at the end 
of the right ureteral ridge. Numerous 
small cysts, with fine vascular markings, 
were also seen in the bladder. The 
upper urinary tract was negative: nor- 
mal urine and pyelograms. 

The bladder tumor and the urethral 
tumors were resected and the bases 
fulgurated. The sections were returned: 
“Epidermoid carcinoma of the bladder 
and urethra, squamous cell type, grade 
1.” The pyuria has improved steadily. 
Cystourethroscopy four months after 
his last operation was negative for any 
recurrence of the urethral tumors, but 
there was a recurrence of a “strawberry- 
like” tumor at the site of the original 
bladder tumor. 


The transition from benignity to 
malignancy in these urethral tu- 
mors has been interesting. Perhaps 
irradiation was indicated because 
of the many recurrences, but local 
resection and fulguration should 
have controlled the benign tumors. 
The possible development of addi- 
tional tumors is expected, as it 
seems this patient’s urothelium is 
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affected by some carcinogenic agent, although we 
have been unable to discover any factor in the 
patient’s diet, habits of life, or environment that 
might be responsible for the irritation. It is not 
unusual to encounter tumors that might be con- 
sidered as secondary or as implants from tumors at 
a higher point in the urinary tract. That this does 
occur in the urethra in cases of known bladder 
tumors has been reported by Zaslow and Priestley. 


However, in this case we have an apparent retro- 
grade progression of the tumors. In a recent case 
report of a carcinoma of the urethra,* there was a 
discussion of implantation of papillomas in the 
urethra during cystoscopy in patients with papilloma 
of the bladder. Since our patient had a stricture in 
the urethra and had been dilated periodically, it is 
possible that tumor cells from the urethra may have 
thus been transplanted to the bladder. It has been 
recommended’ that postinstrumental instillation of 
1 to 1,000 silver nitrate solution will destroy free 
tumor cells and prevent “seeding.” 


Case 2.—F. G., age 65, a white man, was examined in 
May 1949, with the chief complaint of burning in the 


Fig. 1, Case 2 
Preoperative urethrogram. 
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perineum; this was increased on voiding. Recently he had 
noticed difficulty in voiding. There was some increase in 
urinary frequency. He had had a neisserian infection at the 
age of 18; cholecystectomy two years ago. General physical 
examination was essentially negative. The external genitals 
were normal. There was no induration along the urethra, 
and no inguinal gland enlargement. He had a _ benign 
prostatic hypertrophy grade 1. Urinalysis showed a few 
red blood cells and white blood cells. The blood count 
was normal. Blood urea was 42 mg. per cent. The kidney- 
ureter-bladder picture was negative. Intravenous urograms 
showed a normal upper urinary tract. Urologic investiga- 
tion revealed filiform stricture in the bulbous urethra. 
Urethroscopic examination using a 20 French pan-endoscope, 
showed normal urethral mucosa to the stricture in the bulb. 
At this point, the urethra narrowed down to a very small 
opening, just beyond which could be seen a purplish dis- 
coloration of the mucosa, but no true tumor mass was seen. 

Due to the mucosal discoloration, we decided to excise 
the stricture rather than attempt dilatation. The provisional 
diagnosis was urethral tumor. 

At operation, May 29, 1949, under spinal anesthesia, an 
attempt was made to pass through the stricture, a filliform 
to serve as a guide during the operation (Fig. 1). This 
resulted in injury at the point of the stricture. A No. 24 
French resectoscope was introduced to the point of injury 


Fig. 2, Case 2 


Postoperative urethrogram three months after excision of tumor. 
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to determine its extent. There was a tear on the anterior 
wall of the urethra at the point of constriction that allowed 
a shelf of membrane to obscure the urethra at that point. 
This was excised, but we were unable to pass beyond the 
strictured area. Enough water had entered the bladder 
during this procedure to produce marked distension of the 
latter. Consequently, through a short median suprapubic 
incision, a No. 16 catheter was passed into the bladder 
through a trocar. 


Microscopic examination of the urethral tissue removed 
showed “epidermoid carcinoma, squamous cell type, grade 
1.” 


Three weeks later, we resected that portion of the bulbous 
urethra containing the tumor. With the patient under 
anesthesia, and in the lithotomy position, we again were 
unable to palpate any induration along the bulbous urethra. 
After the midline operative incision was made and the corpus 
spongiosum exposed, the indurated area in the urethra could 
be palpated. This area was 2.0 cm. in length. There was 
no evidence of extension beyond the corpus spongiosum. 
This was easily separated from the lateral cavernous bodies 
at the distal end of the incision and little dissection was 
needed at the proximal end, for the lateral spongy bodies 
at this point diverged from the spongiosum. Two inches 
of the urethra were removed. An end-to-end anastomosis 
of the urethra was made over a No. 20 French 5 cc. bag 
catheter. After two weeks, the operative 
incision was completely healed and the 
catheter was removed. The patient has 
had no difficulty in voiding. 

Pathologic Report——The specimen is 
cylindrical shaped, 414 x 2 x 1 cm., firm 
and p‘nkish-gray-white in color. Eccen- 
trically placed is a lumen measuring 
0.5 cm. in diameter. The lining of this 
lumen is smooth and glistening white 
in color. Microscopic examination of 
sections of tissue from the region of 
the urethra reveals them to be composed 
of a fibrous and muscular tissue into 
which infiltrate sheets, cords, columns, 
and irregular groupings of cells. In 
areas, these are arranged around gland- 
like spaces, and in other areas they 
arrange themselves into papillary-like 
formations of the cells. The cells in 
the basal area are small and round; 
the medial layers pear shaped, and the 
superficial areas columnar in arrange- 
ment. These cells are of a transitional 
type. In other areas the groupings are 
composed of pale staining cells having 
a deep eosinophilic cytoplasm contain- 
ing keratin material. In focal areas 
keratin-whorls are present. All cells 
comprising this tumor infiltration have 
nuclei which show marked variation in 
size, shape, form, chromatic content, 
prominent nucleoli and definite loss of 
polarity. In the interstitial fibromus- 
cular tissue there is infiltration of in- 
flammatory cells and most of these are 
lymphocytic and macrophage type. 

The pathologic diagnosis is carcinoma 
of the urethra, mixed transitional, epid- 
ermoid type. 
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Four months later the patient was in excellent condition. 
There was no evidence of perineal induration and no 
inguinal gland involvement. The urethrogram showed a 
slight defect interpreted as a postoperative scar. The patient 
is relieved of his urinary symptoms. 


COMMENT 


This is an early case of urethral carcinoma in 
which it is hoped that complete removal has been 
accomplished. It is in contrast with the majority 
of reported cases in that this one presented no com- 
plications and was amenable to complete excision 
when discovered. 

This is the type of case referred to by Lower and 
Hausfeld’ as being suitable for resection. Their 
report includes ten cases, and the two patients in 
the group that survived over five years had lesions 
in the bulb that were excised and end-to-end anasto- 
mosis of the urethra performed. 


The most important aspect of the case is the 
manner in which the diagnosis was made, namely, 
by urethroscopic examination. For several years we 
have followed the practice of inspection of the entire 
course of the urethra in cystoscopic study of all 
males. This is done by introducing the scope under 
vision. It allows one to inspect the urethral channel 
before any trauma occurs from passage of an instru- 
ment, and we believe it allows for the instrument 
to be introduced with less distress for the patient. 


During this period, we have followed the practice 
of looking into every urethra in which a stricture is 
expected, for we feel that this gives us information 
that could not be obtained by simply feeling the 
obstruction with an exploratory bougie. Failure to 
look at the stricture in this case would have un- 
doubtedly delayed the diagnosis, for neither the 


history nor the physical findings suggested anything. 


further than uncomplicated stricture in the bulb of 
the urethra. In addition, inspection of the urethra 
after complete dilatation of a stricture is indicated, 
since on the original examination only the distal 
aspect of the stricture may be visible. The common 
association of strictures with urethral carcinoma 
makes this a reasonable precaution. 


After the urethral injury at the first operation, the 
need for radical amputation was considered, since 
we felt that we might have transferred tumor cells 
into the spongy tissue. However, when the resection 
was carried out, there was minimal evidence of 
damage to the urethra, without any evidence of 
extension or unusual attachment to other penile 
structures, so that the less radical procedure was 
decided upon. It seems reasonable to expect that 
with early diagnosis of tumors in the bulb, adequate 
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resection should give results as good as with radical 
amputation. In advanced cases, the results reported 
thus far have been poor for all types of surgery. 


SUMMARY 


(1) Two cases of urethral carcinoma are reported. 


(2) One case presents the interesting feature of 
multiple urethral papillomata that later developed 
unmistakable characteristics of malignancy, as well 
as a similar tumor occurring in the bladder simul- 
taneously. 


(3) The second case is a typical early urethral 
carcinoma, diagnosed by urethroscopy. 


(4) Routine urethroscopy in males will result in 
prompt diagnosis of urethral carcinoma and thereby 
improve the end results in the treatment of this 
condition. 
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DISCUSSION (Abstract) 


Dr. Samuel A. Vest, Charlottesville, Va—One of the in- 
teresting features of this disease is the pathology. Carcinomas 
of the male urethra start in a channel which is lined by 
a columna epithelium. On the other hand, pathologically the 
tumors are typical squamous cell in 101 of the above cases. 
Papillary carcinoma occurred in only six cases. There were 
transitional cell tumors in three and there were only one 
or two cases of adenocarcinoma which probably arose from 
Cowper’s gland in the membranous urethra. There was only 
one columna cell carcinoma, one endothelioma, and one 
sarcoma. 

The etiology is said to be a metaplasia of the columna 
cells. Seventy-six per cent of the cases in the literature were 
said to be associated with stricture; however, a number of 
reports have appeared in which trauma or stricture were 
not associated with these carcinomas. Dr. Kretschmer 
pointed out that up to a few years ago, a very large number 
of men contracted gonorrhea. If gonorrhea or inflammation 
were any factor in the etiology, one would certainly think 
that this type of cancer would not be extremely rare. 


I want to compliment Dr. O’Brien for making the 
diagnosis with a panendoscope. This method of diagnosis 
has occurred infrequently in the past. Diagnosis with a 
panendoscope is practical only in an unusual instance like 
this, because most tumors have grown outside the urethra, 
and a panendoscope would probably not reveal the true 
nature of the stricture and obstruction. Palpation is the 
most important diagnostic aid. 


There has been some confusion in regard to treatment, 
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especially as to the extent of a radical operation. I think 
Dr. O’Brien’s method of removing a section of the urethra 
and corpora, and then re-anastomosing the two ends is 
excellent in unusually early cases. This type of operation was 
performed by the late Drs. Young and Lower a number of 
years ago. I was fortunate enough to assist Dr. Young in 
a case in which he divided the urethra and each crus of the 
corpora cavernosa, just distal to the triangular ligament. 
The tumor was distal to this point in the urethra. He next 
divided the corpora at about the penoscrotal junction and 
removed al] the intervening tissue. The penis was then 
telescoped back to the triangular ligament and the urethra 
anastomosed to the stump of the divided urethra. This 
resulted in continuity of the urethral channel, and the 
patient could still void through the glans penis, which 
barely protruded from under the symphysis pubis. In 
more extensive cases, formidable surgery is certainly in 
order. I was surprised to find in the literature that a large 
majority of the cases which have been cured by surgery did 
not have resection of the lymph nodes. There is not a 
great deal known about lymphatics of the urethra but 
apparently some lymphatics sweep around the side of the 
penis and follow along with the lymphatics of the glans 
penis. It is known that some metastases will be anterior 
to the symphysis where the lymphatic channel goes through 
the rectus muscles. There is also a lymphatic channel that 
may go under the symphysis. The main channels probably 
run through the femoral nodes just beneath the inguinal 
ligament. 


It would seem to me that in view of these somewhat 
accessible lymphatic channels, it would be foolish in ex- 
tensive cases not to carry out lymph node dissection. One 
point is fairly certain, and that is that removal of the 
testicles is not necessary. 

One is struck by a clinical feature in the literature: the 
fact that a number of cases originating in the bulbous portion 
of the urethra have presented themselves at first as an 
abscess of the perineum. There is apparently a spon- 
taneous rupture of the bulbous urethra which is not recog- 
nized as malignant until quite late in the course of the 
disease. One should always suspect malignancy in a non- 
traumatic and unexplained abscess pointing in the perineum. 


Dr. Harry M. Spence, Dallas, Tex—I have had three 
urethral tumors all of which were thought to be peri-urethral 


abscesses. Diagnosis was not made until the time of opera- 
tion. 


The first case was a man who had a swelling at the 

penoscrotal junction that had been incised. No pus was 
obtained. Biopsy showed a squamous cell cancer of the 
urethra. Thereupon I did a radical amputation of the penis 
as Dr. Young has described it, and brought out the urethra 
through the perineum. Everything was gotten out locally, 
but within a few months he had disseminated metastases 
throughout all his bones and expired. 
_ The second case was a little Negro boy of about five or 
six years who was riding his bicycle and fell across the bar 
and got a little minor straddle injury which did not amount 
to much at the time. A few weeks later there was a fair- 
sized nodule there which felt soft and I thought it was an 
ordinary peri-urethral abscess. I incised it and the tissue 
Was obviously some form of neoplasm. It was impossible 
to get the whole thing out. 


That tissue turned out to be a rare tumor, a reticulum 


cell lymphosarcoma. It responded rapidly to radiation and 
the patient’s course was smooth for a few months when he 


O'BRIEN ET AL.: CARCINOMA OF MALE URETHRA 


843 


developed enlargement of the inguinal nodes. 
it had spread there first. 
death ensued. 


The third case was a 69-year-old Negro who said that he 
had had a swelling in his perineum for about six weeks. 
Again it looked to me like a straight-forward peri-urethral 
abscess although it was not fluctuant. Our residents drained 
it. When they incised it, it was obvious that it was not a 
peri-urethral abscess, and a frozen section at the time was 
reported as inflammatory tissue. 

Forty-eight hours later we got the permanent slides on it 
and it turned out to be a squamous cell carcinoma. It seemed 
to me that this was a case suitable for radical extirpation 
and we did the operation much as Dr. O’Brien describes it. 
One thing that disturbed me at the time was cutting across 
the corpora cavernosa. I wondered about the blood supply. 
However, there was not any trouble with necrosis of the 
corpora cavernosa and the anastomosis held. It was too 
short a time ago for us to tell what is going to happen. 

Dr. G. E. Johnson, Oklahoma City, Okla—When the 
patient is sent home, the urologist should not say: “Go back 
home and get ready to die. You have cancer.” He will live 
a miserable existence. 


A patient of mine had a transurethral resection at the 
University Hospital and I was told that he had cancer and 
would live about six or eight months. I put the letter in my 
pocket and told the man I was going to do all I could for 
him. 

After six months the old man got ill and I sent him to the 
hospital. After a day or two, he said, “Doctor, take me 
home and let my housekeeper look after me. It is much 
cheaper and I believe they love me more.” 

I began giving him stilbestrol at the hospital and obtained 
such marked improvement that he and I went fishing. 
He died last Christmas with a cardiac embolus. 

I do not tell the patient he has cancer. Tell his home 
physician. 

Dr. Fred K. Garvey, Winston-Salem, N. C-——We have had 
two cases of urethral carcinoma to date, one of which 
was the classical type that occurs with urethral stricture. 
This stricture was of eight years duration and under dilata- 
tion. We suspected carcinoma because of the abnormal 
amount of induration, and we did a biopsy. The tissue 
showed a squamous cell carcinoma which was incurable. 
We had another case a few years ago of another type in a 
man in the age of prostatism. His symptoms were initial 
hematuria, pain, and particularly dysuria. He was found 
on cystoscopy to have carcinoma of the prostatic urethra 
which was confirmed by biopsy. 

We did a radical prostatectomy. On sectioning the pro- 
static tissue the lesion was shown not to involve the prostate 
at all, and very definitely only to involve the prostatic 
urethra. 

Six or eight months later, the patient died suddenly of 
a coronary disease, so I do not know what the prognosis 
should be in such a case. Apparently we had gotten well 
beyond the lesion in resecting the cuff of the bladder and 
also of the prostatic urethra to the diaphragm, and the 
prognosis should have been favorable. 

Dr. Monroe Wolf, New Orleans, La—I would like to 
ask Dr. O’Brien if he has any record of his first days of 
having an upper urinary tract urogram. In 1945 my senior 
resident made a survey of all the papillary transitional cell 
lesions of the bladder. In those cases. we found, I think 
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it was around 12 per cent, that had upper urinary tract 
papillary carcinomata of the pelvis involving the urethra. 

The fact that the patient reported had lesions about the 
ureteral orifice on one occasion, at the opposite orifice on 
the other, to me, following his discovery of the urethral 
lesion, speaks for descending involvement from the upper 
tract. 

Another point in diagnosis: I feel that if a sound cannot 
be passed satisfactorily with a filiform and follower, that a 
lateral-urethrogram with material that has sufficient opacity 
will give you a definite filling defect independent of stric- 
ture formation due to fibrous contraction. 


Dr. O’Brien (closing).—In the first patient that I re- 
ported, an intravenous urogram was made in 1946 prior to 
his prostatic resection. It was not too good, but I saw 
nothing to impress me with the fact that he might have a 
tumor. When the tumors recurred the second time and he 
had quite a marked pyuria, we did a complete investigation 
and made retrograde pylograms at that time. We saw no 
deformity that would lead us to believe that this man might 
have a papillary carcinoma involving the lining of the pelvis 
or the calyces. 

I think I can safely say that up to a year ago that 
possibility could be ruled out. 


PNEUMOTHORAX FAILURE AS AN INDICA- 


TION FOR RESECTION IN PULMONARY 
TUBERCULOSIS* 


By Arcu J. Beatty, M.D.* 
Kansas City, Missouri 
Pout Ortosen, 

and 

CHARLES A. BRASHER, M.D. 
Mount Vernon, Missouri 


The purpose of this paper is to analyze 14 con- 
secutive pneumothorax failures which were treated 
with resection at the Missouri State Sanatorium at 
Mount Vernon, Missouri from January 23, 1946 
until April 20, 1949. 


The reasons that a pneumothorax may fail to 
achieve the desired therapeutic result are as follows: 


(a) residual! cavitation 

(b) endobronchial tuberculosis 

(c) clinical tuberculous bronchiectasis 
(d) bronchial stenosis 

(e) pleural thickening 

(f) lower lobe lesion 


(a) Residual Cavitation—A pneumothorax will 
often fail to close a giant cavity or a tension cavity. 
At our institution pneumothorax has always been 


*Received for publication January 18, 1950. 
*From the Missouri State Sanatorium, Mount Vernon, Missouri. 


“All of the resections presented in this series were performed by 
Dr. W. W. Buckingham, Chief of Surgery. 


TVisiting Surgeon, Missouri State Sanatorium, Mount Vernon, Mis- 
sour. 


tStaff Surgeon, Missouri State Sanatorium, Mount Vernon, Missouri. 
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contraindicated in treating giant cavitation. There- 
fore, there are none of these cases in our series. 
Pneumothorax is also contraindicated in the treat- 
ment of known tension cavities. However, it is not 
always possible to judge accurately, which cavities 
are of the tension type before a pneumothorax is 
started but, whenever a tension cavity is suspected, 
a course of streptomycin and para amino salicylic 
acid should be given before the pneumothorax is 
instituted. This treatment will often convert a 
tension cavity into a nontension cavity of a smaller 
size. Sometimes, a pneumothorax will convert a 
nontension cavity into a tension cavity because of 
kinking of the bronchi leading from the cavity with 
subsequent valve formation. The condition should 
also be treated with streptomycin and/or para amino 
salicylic acid whereby cavity closure is obtained in 
many Cases. 


(b) Endobronchial Tuberculosis —Endobronchial 
tuberculosis, causing partial or complete bronchial 
stenosis, is considered a contraindication for pneu- 
mothorax treatment, and whenever this condition 
is expected to complicate the parenchymal lesion 
a bronchoscopic examination is done before the 
pneumothorax is initiated. When endobronchial 
tuberculosis is diagnosed, the patient is treated with 
streptomycin and silver nitrate cauterization. Pneu- 
mothorax is introduced only in patients in whom 
this treatment has resulted in considerable improve- 
ment. Occasionally, it is not possible to determine 
roentgenologically or from physical examination the 
presence of endobronchial tuberculosis and as bron- 
choscopy is not done routinely before each pneumo- 
thorax is started, an occasional case with endo- 
bronchial tuberculosis may be accidentally treated 
with pneumothorax. 


Endobronchial tuberculosis may be the source of 
a positive sputum after the cavity has been closed 
and the parenchymal disease has been controlled. 
A period of 6-24 months should be allowed to heal 
the endobronchial disease before resection is con- 
sidered. Endobronchial silver nitrate cauterization 
and streptomycin should be used during the waiting 
period. 


(c) Tuberculous Bronchiectasis.—In the ma- 
jority of cases of pulmonary tuberculosis there is 
a simultaneous healing and destructive process. 
Either one may predominate. The healing process 
is characterized by fibrosis and following this pul- 
monary cirrhotic process there is a widening de- 
formity of the bronchi. This condition is what we 
understand as bronchiectasis. The destructive proc- 
ess is characterized by damage to the muscular and 
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elastic fibers with resultant weakening and dilatation 
of the bronchi. The constant bathing of the bronchi 
with positive sputum will often cause endobronchial 
tuberculosis. If endobronchial tuberculosis is present 
in bronchiectatic bronchi, some authorities consider 
this condition tuberculous bronchiectasis. If the 
flow of positive sputum is checked by cavity closure, 
either by bed rest in combination with antibiotics 
or by some form of collapse therapy, the endo- 
bronchial lesion may heal and the tuberculous bron- 
chiectasis is converted to the nonspecific type. From 
a pathological standpoint tuberculous bronchiectasis 
is present only when there is co-existing bronchial 
stenosis and tuberculous infection behind the stenosis 
with destruction of the various layers of the bron- 
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chial wall and resulting dilatation of the involved 
bronchi. 


(d) Bronchial Stenosis—There are two types of 
bronchial stenosis associated with endobronchial 
tuberculosis, the ulcerostenotic and the fibrostenotic. 
In many cases the bronchial stenosis is detected only 
after pneumothorax is instituted because the stenosis 
then very often becomes complete. When this hap- 
pens, atelectasis and infection of the pulmonary par- 
enchyma behind the stenosis follow. This condition 
gives a characteristic “ground glass” x-ray appear- 
ance. In our opinion, resection is the treatment of 
choice in the fibrotic type of bronchial stenosis be- 
cause bronchoscopic dilatation is seldom successful 
and often technically impossible, for example in 


(b) (c) 


Fig. 1, Case 3 


(a) Admission film on July 27, 1945. 


(b) Left pneumothorax has been introduced. Left upper lobe appears atelectatic (April 23, 


1946). Left lobectomy was performed June 5, 1946. (c) Last film on September 17, 1949, one year after the patient was discharged 


as “arrested.” 


(a) 


discharged as “arrested.” 


(b) (c) 
Fig. 2, Case 4 
(a) Admission film April 2, 1945. (b) Bronchogram January 17, 1948. 
pocket of air on the left side (left pneumothorax discontinued two months previously). Saccular bronchiectasis is visualized in the left 
upper lobe. Left upper lobectomy performed March 8, 1948. (c) Last film June 1, 1949, approximately one year after the patient was 


Bilateral pneumothorax is present. There is only a small 
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(a) 


Fig. 3, 


October 1950 


(b) 
Case 11 


(a) Shows admission film on October 25, 1948. (b) Shows the left lung completely atelectatic after introduction of pneumothorax 
October 29, 1949. Left pneumonectomy was performed January 26, 1949. (c) Shows last film November 1, 1949. The patient is now 


discharged from the sanatorium as an ‘‘arrested’’ case. 


upper lobe lesions. The ulcerostenotic type is not 
necessarily an indication for resection as it may heal 
spontaneously or following streptomycin therapy 
without stricture formation. 


(e) Pleural Thickening.—A certain percentage of 
pneumothoraces are complicated by fluid formation. 
Often the development of fluid will be the cause of 
formation of pleural thickening of the parietal as 
well as the visceral pleura. When the thickening of 
the visceral pleura has reached a certain degree and 
has organized, the underlying lung cannot be re- 
expanded or collapsed further. The lung is fixed 
in the collapsed position. The treatment of this 
condition depends on the state of the tuberculous 
disease in the underlying lung. If the sputum is 
negative and the pneumothorax has been maintained 
for such a length of time that healing of the tuber- 
culosis is to be expected, decortication is often the 
treatment of choice. This is especially true when 
dealing with a patient with a low respiratory reserve. 
If the patient has a good breathing capacity, and 
when only a small pneumothorax-pocket exists, an 
oleothorax can be done instead of the more radical 
decortication. If the pneumothorax has been started 
within the last 12 months, and the sputum still con- 
tinues positive, a resection should be undertaken. 
Thus, in some of these cases a decortication with 
continuation of the pneumothorax can be done. 
Otherwise, decortication with re-expansion of the 
lung followed by thoracoplasty could be tried. 
However, in most cases of pneumothorax failure no 
type of collapse treatment will lead to sputum con- 
version because of the character of the tuberculous 
lesion (tension cavity, bronchial stenosis or endo- 


bronchial tuberculosis) and resection can as well be 
decided upon at once. 


(f) Lower Lobe Lesion.—Lower lobe cavities have 
their characteristic features and there is still much 
controversy about the most suitable type of treat- 
ment. In cases where pneumothorax has been tried 
and has failed, often with the addition of a tem- 
porary phrenic nerve paralysis and pneumoperito- 
neum, resection of the lower lobe should be under- 
taken. 


Total number of patients. 14 
Females 
Males 3 

Operations performed 14 
P tomies 6 

4 
2 
L.U.L. 5 
2 


Previous therapy 
Ipsilateral lung 
Phrenic __. 7 
Phrenic and pneumoperitoneum _..... 2 
Contralateral lung 
Pneumothorax (still present at time of resection) 4 


Duration of pneumothorax in ipsilateral side 


Over 24 months 6 

hei ——....... 


Table 1 
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CLINICAL MATERIAL 


A series of 14 consecutive cases of pneumothorax 
jailures treated by resection are analyzed (Tables 1 
and 2). Our patients had received pneumothorax 
treatment from 3 to 51 months before resection was 
decided upon. In all cases pneumothorax treatment 
was discontinued shortly before the operation was 
undertaken but at the time of operation pneumo- 
thorax was still present. Seven patients had tem- 
porary phrenic nerve paralysis in addition to their 
pneumothorax. Two patients had phrenic nerve 
paralysis supported by pneumoperitoneum. Four 
patients had a contralateral pneumothorax. All pa- 
tients were sputum positive before surgery. 


The average age of the patients was 24.5 years, 
the youngest being 17 and the oldest 42. Eleven 
were females and 3 were males. Two of the 14 
patients were colored. Left upper lobectomy was 
done in 5 cases, 4 received left pneumonectomy, 2 
received right upper lobe lobectomy, 2 received right 
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pneumonectomy and 1 had both right upper and 
middle lobes resected. Twelve patients were op- 
erated under epidural anesthesia, 2 under nitrous 
oxide-oxygen anesthesia. All except one patient had 
a modified thoracoplasty 4-6 weeks following pul- 
monary resection. 


RESULTS 


There were no deaths in our series. None of the 
patients had postoperative spreads or reactivations. 
A patient developed a contralateral pleural effusion 
5 months after pneumonectomy. The fluid has ab- 
sorbed and the patient has been discharged from 
the sanatorium as an arrested case. Nine patients 
were discharged as arrested. Two patients are still 
in the sanatorium. One of these has a positive 
sputum coming from the bronchial stump on the 
left side where a pneumonectomy was performed. 
Thirteen patients are sputum-negative, one patient 
still has a positive sputum. Thus, 92.3 per cent 


have converted. 


Length of 
pneumo- Sputum Broncho- Bronchos- Operations 
Case Classification thorax bef. af. grams copy performed Indications for resection Complications 
1. Mod. adv. 19 months Pos. Neg. Neg. Pos. R.U.L. lobectomy Bronchostenosis R.U.L. br. None 
unilateral Bronchiectasis R.U.L. 
Atelectasis R.U.L. 
2. Far adv. 15 months Pos. Neg. Not done Neg. L. pneumonectomy _ Tension cavity L.U.L. None 
bilateral Atelectasis 1. lung 
* 3. Mod. adv. 8 months Pos. Neg. Neg. Pos. L.U.L. lobectomy Bronchostenosis L.U.L. br. Tbe. cutaneous 
bilateral Atelectasis L.U.L. sinus, healed 
23 months Pos. Neg. Bronchiect. Neg. L.U.L. lobectomy Bronchiectasis L.U.L. None 
ilatera! 
5. Far adv. 24 months Pos. Neg. Bronchiect. Pos. R. pneumonectomy Bronchiectasis r. lung None 
bilateral Endobronchial tbc. 
Partial sten. r. main br. 
6. Far adv. 15 months Pos. Neg. Neg. Not done L.U.L. lobectomy Residual cavitation L.U.L. Pleurocut. fis- 
bilateral Thickened pleura tula, healing 
7. Far adv. 29 months Pos. Neg. Neg. Pos. L.U.L. lobectomy Residual cavitation L.U.L. None 
bilateral Bronchostenosis L.U.L. br. 
8. Far adv. 36 months Pos. Neg. Stenosis Fibrosten L. pne tomy St is ]. main br. None 
bilateral 1. main br. 1. main br. Atelectasis 1. lung 
9. Far adv. 23 months Pos. Neg.  Bronchiect. Pos. L.U.L. lobectomy Residual cavitation L.U.L. Tbc. cutaneous 
bilateral Rronchiectasis L.U.L. sinus, healed 
Thickened pleura 
10. Far adv. 51 months Pos. Pos. Not done Pos. R.U.L. lobectomy Endobronchial tbc. Tbc. cutaneous 
bilateral Rronchiectasis R.U.L. sinus, healed 
Thickened pleura 
*11. Far adv. 3 months Pos. Neg. Not done Pos. L. pneumonectomy Stenosis |. main br. Tbe. pleurocut. 
bilateral Atelectasis 1. lung fistula, still 
Lower lobe cavity draining 
12. Far adv. 18 months Pos. Neg. Bronchiect. Pos. L. pneumonectomy _ Residual cavitation L.U.L. None 
bilateral Bronchiectasis 1. lung 
Thickened pleura 
13. Far adv. 48 months Pos. Neg. Bronchiect. Pos. R.U.L. and R.M.L. Residual cavitation R.U.L. Thc. cutaneous 
bilateral lobectomy Bronchiectasis R.U.L. sinus, healed 
Thickened pleura 
14. Mod. adv. 16 months Pos. Neg. Not done Pos. R. pneumonectomy __Endobronchial tbc. None 
bilateral Lower lobe cavity 


*Short clinical history and x-rays presented in text. 


Table 2 
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SUMMARY 


Fourteen cases of pneumothorax failures, which 
were treated successfully with pulmonary resection, 
are analyzed. The duration of pneumothorax failures 
ranged from 3-51 months, the average duration 
being 27 months. Ninety-two and three-tenths per 
cent of the patients are sputum-negative at the 
present time. There were no deaths. 
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ONE HUNDRED CONSECUTIVE TROCHAN- 
TERIC FRACTURES OF THE HIP* 


By Cuarves F. Montcomery, M.D. 
Houston, Texas 


The purpose of this paper is to present one hun- 
dred consecutive cases of trochanteric fractures of 
the hip and to discuss some of the surgical considera- 
tions in the commonest form of treatment employed, 
the use of the Austin Moore blade-plate. 


The cases were treated between January, 1944 
and July, 1948. All were treated in one hospital, 
by members of the orthopedic staff, in most cases 
by members of the permanent staff. Those treated 
by the resident staff were under the supervision of 
a member of the permanent staff. 


The greater portion of the patients were in the 
seventh, eighth and ninth decades of life. The 
youngest was 30 years of age, and the oldest was 
100. Eighty-one were over 60 years of age, the 
average age being 70.7 years. They were from both 
the white and colored races. Sixty of the fractures 
were of the left hip and forty of the right hip. 
Fifty-six were in men; forty-four in women. The 
patients were economically indigent, and as a result 
many suffered from malnutrition and poor personal 
hygiene, in addition to the usual conditions incident 
to individuals of this age group. 

All of the fractures were of relatively recent origin. 
Of the cases treated, the longest interval between 
injury and the institution of definitive treatment 
was 27 days; the average was 6.3 days. 


The hospital mortality rate for the series was 18 


*Received for publication January 20, 1950. 
*From the Jefferson Davis Hospital, Houston, Texas. 
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per cent. The number of cases treated by each of 
8 methods is shown in Table 1, together with the 
hospital mortality rate in each. Also included in 
this table are 4 cases in which no definitive treat- 
ment was undertaken. 


The mortality rate of 11 per cent for the 73 cases 
treated surgically by some form of internal fixation 
compares favorably with the series of 103 cases 
reported in 1946 by O’Brien, Shy and Bublis,! in 
which the mortality rate was 21.4 per cent. It is 
about the same as the mortality rate of 12.6 per 
cent in a series of 95 patients treated with the 
Jewitt nail, reported in 1948, by Cleveland, Bos- 
worth and Thompson.? However, it is high when 
compared with the 41 cases, without an operative 
death, reported by Austin Moore’ in his original 
article in 1944. The mortality rate of 26.1 per cent 
for the 23 cases treated conservatively is less than 
the mortality rate of 36 per cent reported in 1948, 
by Cleveland, Bosworth and Thompson, for their 
38 trochanteric fractures treated conservatively. It 
is almost identical with the 26 per cent in 158 cases 
treated conservatively, mentioned by Paul L. Nor- 
ton, in discussing the paper of O’Brien, Shy and 
Bublis. The mortality rate of 100 per cent for the 
4 cases in which no definitive treatment was under- 
taken serves only to emphasize the poor prognosis 
in those instances where active treatment is not 
undertaken. 


The Austin Moore blade-plate was employed far 
more frequently than any other form of treatment, 


TYPES OF TREATMENT AND MORTALITY RATE 


Hospital 
Number Mortality 
Method of Treatment of Cases Deaths (Per Cent) 
Surgical 
1. Austin Moore Blade-Plate — 59 7 11.9 
2. Smith-Peterson Nail 6 0 0 
S. Knowles Ping — 1 0 0 
Conservative 
6. Roger Anderson Well-Leg-Traction 16 4 25 
7. Traction 2 40 
8. Plaster Casts 0 0 
Total - 23 6 26.1 
No Definitive Treatment — 100. 
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particularly in the last 3 years covered by this study. 
It was used in 59 cases, while the next commonest 
type of treatment was the Roger Anderson well-leg- 
traction, which was used in 16 cases. 


SURGICAL CONSIDERATIONS 


In those instances in which some type of internal 
fixation was used, the anesthetic most commonly 
employed was sodium pentothal,® supplemented by 
nitrous oxide and oxygen. Spinal anesthesia was 
used in some cases, and one operation was per- 
formed under local. All operations were performed 
with the patient on a fracture table. Two portable 
x-ray units were used. The tube of one unit was 
placed under the table so that by holding a cassette 
over the front of the hip, a posterior anterior view 
could be obtained. The tube of the second unit was 
placed between the legs and obliquely inferior to 
the hip, so that a lateral view of the hip could be 
secured by pushing a cassette inward above the 
crest of the ilium. Both units were properly placed 
prior to draping the patient, and were not moved 
during the operation. The cassettes were held in 
sterile pillow cases for plates taken during the 
operation. 

Traction was applied to the lower extremity on 
the injured side, followed by internal rotation and 
abduction. This position was maintained by fixing 
the foot in the desired position on the foot piece 
of the fracture table. The foot on the sound side 
was bound to the foot piece on this side and suffi- 
cient traction and abduction applied to prevent 
tilting of the pelvis. 


Before x-rays were taken to check the position 
of the fragments a towel clip was placed in the skin 
one-half inch distal and lateral from the point at 
which the femoral artery crosses Poupart’s ligament. 
If the artery could not be palpated the clip was 
placed one-half inch distal and lateral from the 
mid-point between the anterior superior spine of the 
ilium and the spine of the symphysis. The handle 
of the towel clip was secured to the lower abdomen 
with adhesive tape. The x-rays taken to check the 
position of the fragments show the point of the 
towel clip lying over the head of the femur. The 
towel clip will always be sufficiently near the center 
of the head to act as a helpful landmark in deter- 
mining the direction required for the proper inser- 
tion of the blade. The use of such a marker requires 
very little additional time and no additional x-rays. 
The localization of the head of the femur is par- 
ticularly helpful in placing a blade-plate in trochan- 
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teric fractures, since it allows considerable flexibility 
in determining the point at which the blade shall 
be started in the upper femoral shaft; a desirable 
feature in comminuted trochanteric fractures. At 
operation the comminution is usually found to be 
more extensive than the x-rays would indicate. When 
the comminution is extreme it is frequently neces- 
sary to start the blade at a point above or below 
the site of election. This makes it impossible to 
determine accurately, prior to operation, the precise 
angle at which the blade should be inserted. 


The usual incision was made over the lateral 
aspect of the greater trochanter and upper femoral 
shaft. The dissection was carried down to the bone 
and the lower end of the greater trochanter and 
upper femoral shaft exposed. 


As has frequently been noted by others, it is 
difficult to start the blade in the lateral surface of 
the upper portion of the femoral shaft when severe 
comminution exists. If an attempt is made to drive 
the blade through the cortex near a fracture line this 
usually results in further comminution and, in con- 
sequence, a poor purchase for the blade in the 
lateral cortex. If a sharp gouge having the same 
curve as the blade is used the results are better, 
but further comminution may still occur. Follow- 
ing the suggestion of Dr. J. R. Bost, Chief of the 
Service, we were able to obtain the best results by 
drilling a series of holes in the cortex in line with 
the curve of the blade and uniting them to form a 
curved opening for the blade by the use of an elec- 
trically driven burr. 

The blade was then inserted, using the towel 
clip as a guide in the anteroposterior plane, and by 
palpating the base of the neck with the gloved finger 
or with an instrument as a guide in the lateral plane. 
At times it is necessary to expose part or all of the 
greater trochanter in order properly to replace large 
comminuted fragments. This is particularly true if 
the trochanteric block is lying free by virtue of a 
fracture near the base of the neck, combined with 
a subtrochanteric fracture. This allows the strong 
abductors and external rotators attached to the 
greater trochanter to pull it into extreme abduction 
and external rotation; particularly if the fracture 
near the base of the neck is distal to the attachment 
of the joint capsule with its “Y” ligament, so that 
this check on external rotation is lost (Fig. 1). In 
such cases the degree of abduction and external 
rotation is limited only by the ability of the acting 
muscles to contract and by the check offered by 
the continuity of tissue, chiefly the vastus lateralis 
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and vastus intermedius, which are attached to both 
the greater trochanter and the upper femoral shaft. 
Under such conditions reduction of the trochanteric 
block can seldom be obtained by manipulation of 
the distal fragment, and is accomplished only by 
moving the fragments of the greater trochanter 
from their posterior position (Fig. 2). They are then 
fixed to the fragment of the head and neck by 
screws and/or the blade of the blade-plate (Fig. 3). 
To secure proper fixation between the head and neck 
and the trochanteric block with the blade is dif- 
ficult since the fragments of the trochanter can 
seldom be brought into internal rotation, or even 


Fig. 1 
(A) Comminuted fracture of the trochanteric area, with the trochan- 
teric block lying free, having been pulled into abduction and external 
rotation. 
(B) Following reduction and fixation with Austin Moore blade-plate, 
but with a portion of the trochanteric block still lying posteriorly. 


Fig. 2 
Lateral view of the hip following manipulative reduc- 
tions of a comminuted trochanteric fracture. The two 
major fragments have been satisfactorily reduced, but 
a portion of the trochanteric block (indicated by 
arrow) can be seen lying posteriorly. 
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into the neutral position, but are held by their 
muscular attachments in some degree of external 
rotation. This requires that the blade be directed 
anteriorly rather than in the usual horizontal plane, 
Furthermore, since the usual manipulation of trac- 
tion, internal rotation and abduction of the distal 
fragments will not reduce and lock this type of 
fracture, it often happens that the fragment com- 
posed of the head and neck rotates when the rela- 


Fig. 3 
(A) Comminuted fracture of the trochanteric area with the trochanteric 
block lying free, having been pulled into abduction and external 
rotation. 


(B) Following reduction and fixation, with Austin Moore blade-plate 
and large screw. The towel clip placed on the skin to mark the head 
of the femur can be seen lying just inferior to the end of the blade. 


Fig. 4 
(A) Lateral view of the hip showing the rotation of the proximal 
fragment that has occurred as the blade was inserted. 3 
(B) Anterior posterior views of the hip, showing the marked rotation 
of the proximal fragment which occurred when the blade was inserted. 
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tively blunt end of the blade strikes it. As Watson- 
Jones* and others have pointed out in fractures of 
the neck, this frequently causes improper placement 
of the agent of internal fixation in the periphery 
of the bone, or at times, a complete failure to en- 
gage the proximal fragment (Fig. 4). This is par- 
ticularly apt to occur if the fracture line runs 
obliquely across the axis of fixation. This difficulty 
can be prevented by fixing the fragments with two 
small Steinmann pins prior to inserting the blade. 


After the comminuted trochanteric block and the 
proximal fragment of the head and neck have been 
fixed, the distal fragment of the shaft can be brought 
into alignment and secured by the screws through 
the plate. Under such circumstances, and even when 
the head, neck and greater trochanter exist as one 
fragment, because of the action of the abductors and 
external rotators on the proximal fragments, reduc- 
tion may require that the distal fragment be brought 
into external rotation. Most of the standard texts 
do not mention that external rotation is ever nec- 
essary in the reduction of fractures about the tro- 
chanteric region. However, Scudder® says that it 
sometimes is required. 


SUMMARY 


(1) One hundred consecutive cases of trochanteric 
fractures of the hip have been presented. 


(2) The hospital mortality rate of the entire series 
was 18 per cent. 


(3) The hospital mortality rate in 73 cases treated 
by internal fixation was 11 per cent. 


(4) The hospital mortality rate in the 23 cases 
treated conservatively was 26.1 per cent. 


(5) The hospital mortality rate in the four cases, 
in which no definitive treatment was instituted, was 
100 per cent. 


(6) Some of the surgical considerations in the 
most common form of treatment employed, the 
Austin Moore blade-plate, have been discussed. 
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MYCETOMA PEDIS: MADURA FOOT* 
REPORT OF A CASE 


By S. Quintanpb, M.D., ScD., F.C.A.P.t 
and 
Joun W. M.D.* 
Tuskegee, Alabama 


INTRODUCTION 


Mycetoma pedis occurs sporadically in Canada 
and in the United States of America, where it is 
listed as a rare disease, evidenced by the recent 
report of Green, Bolton and Woolsey! that, up to 
January 1948, only 49 cases have been reported. 
A more recent editorial,’ 1949, in the Journal of the 
American Medical Association showed that in a 
review of the literature to May 1941, Symmers and 
Sporer’ found reports of 38 cases of maduromycosis 
in the United States and that since then 18 addi- 
tional cases have been reported in North America, 
up to December 1949, a total of 56 cases. The 
present case is thus added to this list, bringing the 
total up to February 1950 of 57 cases reported in 
North America. 


CASE REPORT 


B. J., a well developed and nourished, 24-year-old Negro 
veteran of World War II, was admitted to Veterans Ad- 
ministration Hospital, Tuskegee, Alabama, for the first time, 
August 4, 1948, for the treatment of a progressive swelling 
of the right foot of almost three years duration. His present 
illness is associated with an injury to the right foot which 
was accidentally struck against a tree-stump, while he was 
in service in the European Theatre of War, 1945. Swelling 
of the foot later developed, which led to hospitalization and 
subsequent discharge from service. He gave no history of 
having had contact with cases similar to his, or having 
knowingly associated with men from the China, Burma, 
India Theatre of War. The patient received penicillin treat- 
ment for the infection without relief. In 1946, on the basis 
of x-ray study before discharge, the foot was operated upon 
and placed in a splint without revealing to the patient the 
exact nature of the malady. He was, however, later able 
to walk with a cane and wear a shoe which became tight 
fitting. About six months prior to admission a hard swelling 
of the foot developed, also blisters and sores began to 
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appear, but without fever or chills, although the foot was 
slightly painful. On admission to this hospital in 1948, 
x-ray of the foot revealed a destructive process involving 
the third, fourth, and fifth metatarsal bones, which led 
to the diagnosis of osteomyelitis. Other physical examina- 
tions were essentially negative. Syphilis test was also nega- 
tive. The patient was referred to the orthopedic service, 
where possible diagnoses of tuberculosis, osteomyelitis, or 
madura foot were considered. As radical treatment, the 
foot was amputated through the upper third of the leg by 
one of us, (J.W.C.) on August 27, 1948. 


PATHOLOGY 


Macroscopic Description—The specimen consisted of the 
right foot and leg amputated through the upper third. The 
foot was of tremendous size and indurated. The epidermis 
of the dorsum was dark brown, and almost black; it was 
irregularly covered with large, thick, raised crusts, varying 
in size from 0.5 to 3 cm. Several of these showed partial 
exfoliation; while others were wet with viscous yellow pus, 
which emitted a foul odor. These lesions were also numerous 
over the lateral aspect of the foot (Fig. 1) and on the sole 
from the anterior plantar region to the arch. The sole 
bulged in a somewhat rounded manner, with resultant 
thickening and relative shortening of all the toes, the nails 
of which were thick, rough and partially black. Scattered 
macular lesions were distributed from the arch to the heel. 
The leg was relatively atrophic from a hyperemic zone above 
the ankle. On section the subcutaneous connective tissue 
of the foot was gray, tough, wet and glistening, having 
several sinuses that were both hemorrhagic and purulent. 


Fig. 1 
Right foot showing mycetoma pedis. Note the many confluent ulcers, 
scabs, and sinuses that also involve the plantar surface, which is 
considerably rounded in appearance. Excision site of tissue for micro- 
scopic study is conspicuous. 
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No granules (grains) were seen in the pus. Sagittal section 
of the foot and leg showed erosive destruction of tie 
proximal phalanx of the second toe, also of the metatarsal 
bones which were surrounded by necrotizing soft tissues 
(Fig. 2). 


Microscopic Descripiion—Several sections of skin and 
subcutaneous tissue, stained with hematoxylin and eosin, 
showed foci of ulceration containing all types of inflamma- 
tory cells, predominantly macrophages and polymorphonu- 
clear leukocytes. At a somewhat deeper level in the corium 
several of the ulcers formed communicating sinuses in con- 
tact with deep seated abscesses, composed of polymorphonu- 
clear leukocytes, macrophages and a few plasma cells. In 
the midst of some abscesses, under low power examination, 
colonies of fungi or bacteria were seen simulating the 
arrangement of the granules of actinomycosis (Fig. 3). 
These colonies exhibited a dark basic staining peripheral 
zone, with basic staining granules close by. A central mesh- 
work of less compactly grouped coagulum in the colony 
stained neutrophilic (Fig. 4). The corium showed an abun- 
dant increase of connective tissue, which was massively 
infiltrated with plasma cells and macrophages, also an occa- 
sional foreign body giant cell. Loosely scattered groups of 
lymphocytes were seen surrounding several blood vessels. 
The regional fat tissue shared in the above described 
mononuclear infiltration, though in a somewhat less degree. 


MYCOLOGY 


Numerous smears from ulcers and sinuses were stained 
in the following manner: 


Fig. 2 
Right foot showing mycetoma pedis. Sagittal section exhibits metatarsal 
bones and proximal phalanx of second toe in process of necrosis. Note 
communicating abscesses and sinuses that also involve sole, sub- 
periosteal and supraperiosteal regions, the joint between the tibia and 
astragalus and the region surrourding tendon of Achilles. 
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Gram Stain. —Showed gram-positive cocci (Fig. 5). 
Slides were negative for fungoid filaments. Many poly- 
morphonuclear leukocytes were, however, present. 


Ziehl-Neelsen Carbolfuchsin Stain—Negative results for 
acid fast bacilli. 


Hanging Drop Preparation—Many pus cells. No organ- 
jsms were seen. 


Culture on Sabouraud’s Glucose Agar at Room Tempera- 
ture—Positive for growing fungus, producing white aerial 
mycelia in 6-12 days. 

Microscop‘cally, there were ovoid and pyriform conidia 
that developed singly at the end of long conidiophores and 
from the site of mycelia. This suggested Monosporium 
apiospermum, a well recognized cause of maduromycosis. 


The uncertainty entertained concerning the type of in- 
fective organisms led to consultation with Dr. Roger D. 
Baker of the Medical College of Alabama, who became 
intensely interested in the case. He made a study of the 
gross and microscopic materials and found colonies com- 
posed chiefly of large gram-positive cocci with occasional 
gram-negative bacilli. Dr. Baker then submitted slides to 
Dr. Norman F. Conant of Duke University, School of 
Medicine, for a diagnosis. His opinions I quote, “The 
sections which you recently sent under low and high power 
show what we would suspect to be granules of a fungus. 
However, these granules are composed of gram-positive 
cocci. I have not been able to find any material that 
would lead me to believe that a fungus is also present. 


Fig. 3 
A colony of organisms simulating actinomyces in pattern of arrange- 


ment in mycetoma pedis of this case. T 


comprising abscess (low power). 


he surrounding inflammatory 
cells are chiefly polymorphonuclear leukocytes and endothelial cells, 
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. 


The fungus may be obscured by these colonies of bacteria, 
but I should hardly suspect them to grow in every case 
immediately over a fungus colony.” 

Dr. Baker commenting, said, “It is interesting that Dr. 
Conant is willing to call these gram-positive cocci and does 
not believe that these structures are fungi. However, he 
leaves open the possibility that the granule itself may be 
a fungus which perhaps is disintegrated. I should be in- 
clined to this interpretation also.” 


Further bacteriological research became limited at this 
stage, as the foot had been well preserved in 10 per cent 
formalin. 


COMMENT 


Mycetoma, endemic in Southern India, is known 
by various names, based on geographic occurrence, 
anatomic distribution, type of infectious fungi, and 
for unexplained reasons. 


Some of the synonyms listed by Castellani and 
Chalmers* are madura foot, the fungus disease of 
India, tubercular disease, endemic disease of the 
bones of the foot, and morbus pedis entophyticus. 
A brief historic review of the disease may be re- 
freshing. 


Fig. 4 
High power view of Fig. 5 showing peripheral clumping of granules, 
also some granules that are free at the edge and elsewhere in left of 


colony. 
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In 1712, Kempier> used the term ‘“‘perical” as 
applicable to any enlargement of the foot, such as 
elephantiasis, mycetoma or yaws. In 1806, Heyne® 
probably recognized some sort of madura. In 1842, 
Gill’ of Maduda, India, described a condition simi- 
larly characterized as mycetoma, which was con- 
firmed by Colebrook’ in 1846. In 1860, Vandyke 
Carter? applied the term mycetoma and first estab- 
lished the specific nature of the disease as due to 
infection by a species of fungi imperfecti. Thus 
mycetoma became a preferable name, literally mean- 
ing a fungus tumor, which may affect parts other 
than the foot. In 1845, Von Langenbeck!® made 
illustrations of fungal bodies which he found in the 
pus. In 1848, Lebert!! found spheroidal yellowish 
bodies in the pus which he later published in 1857. 
In 1858, Rustomji!? found yellow and black granules 
in the pus, these referred to respectively in two 
groups: the yellow, as actinomycosis and the black 
as maduromycosis by Chalmers and Archibald.!5 


Of cases originating in North America, that of 
Adami and Fitzpatrick'* is probably the first that 
was recognized. Burns, Moss and Brueck!5 collected 
and published a series of 38 cases occurring in 
North America, up to 1944. Despite the rarety of 
the disease in this country, there is definitely an 


Fig. 5 
Oil immersion view of crushed granules in colony showing gram-positive 
cocci. Baciliary forms are present but in most fields were iess 
numerous than the cocci. 
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increase in the incidence of frequency with which 
it is being encountered, judging from the 30 cases 
reported by Boyd and Crutchfield'® as having oc- 
curred in North America, and mentioned by Cecil 
in his 1938 textbook of medicine, to the total of 
57 cases including the present reported up to 1950. 


The present case may probably be classified as a 
fungus on the basis of cultural characteristics ob- 
served in our local laboratory, and on the basis of 
opinions reached by communication between the 
pathologist and the mycologist mentioned above. 
Although there was no evidence of coloring matter 
observed in the cultures, filaments and coccoid 
bodies were seen on microscopic examination. 


Infection was not limited to the soft tissues but 
also affected the bones, a characteristic feature of 
the disease (Fig. 2). On the basis of the above 
findings, the diagnosis of mycetoma pedis was made 
and was confirmed by a study of the gross photo- 
graphs submitted to General Raymond O. Dart, 
Director of the Army Institute of Pathology, Wash- 
ington, D. C. 


The characteristic localized pathology of the 
affected foot is so obvious that there is actually no 
difficulty in arriving at the correct diagnosis. 
Grossly, the lesion is that of a hard, nonpitting, 
massive enlargement with macules, papules, scabby 
ulcers and sinuses discharging pus. The enlarge- 
ment and induration are due to dense fibrous pro- 
liferation with resultant obstruction to the free 
lymphatic drainage of the parts. When the foot is 
the site of infection, inconvenience in walking may 
be caused by its size, also the somewhat rounded 
condition of the sole and consequent elevation of 
the toes. Although no colored granules were de- 
tected in tissues or in culture, on cursory micro- 
scopic examination the morphologic fungal colonies 
in the tissues simulated colonies of actinomyces 
under low power; though, there is no justification 
for placing this case in the category of actinomyces. 


The mode of treatment is controversial. Cecil!” 
takes the conservative side by the use of medica- 
ments. Large doses of iodides have been used, which 
though not altogether curative will still leave the 
patient with a partially useful limb. Antibiotics and 
the sulfa drugs have not given any degree of satis- 
faction. The consensus of opinion is in favor of a 
radical approach, that amputation is the only cure, 
and it is this procedure that was adopted in our 
case. 


SUMMARY 


(1) A case of mycetoma of the right foot is 
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herewith reported, having as its beginning a trau- 
matic injury received in Europe thirty months be- 
fore this hospitalization. 

(2) It represents the fifty-seventh case reported 
in North America. 


(3) The causative agent is probably a fungus 
(unclassified), with granules containing gram- 
positive cocci, possibly secondary invaders of the 
fungus granules. The process produced necrosis of 
the soft tissues and bones of the foot. 


(4) Amputation was the treatment of choice. 
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RHEUMATIC HEART DISEASE AND SUB- 
ACUTE BACTERIAL ENDOCARDITIS 
ASSOCIATED WITH HODGKIN’S 
DISEASE* 

ANALYSIS OF A CASE 


By Tuomas W. Hutson, Jr., M.D.* 
Miami, Florida 


This case report deals with a combination of 
subacute bacterial endocarditis and Hodgkin’s dis- 
ease. In searching the literature, we were unable to 
find such an association; even combinations of 
Hodgkin’s disease and disease other than bacterial 
endocarditis are very rare. 


The coexistence of neoplasms and Hodgkin's 
lymphogranuloma in one and the same patient is 
very unusual. The fact that Hodgkin’s disease 
occurs usually in the younger age groups may ex- 
Plain the infrequency of cancer in the Hodgkin’s 


*Received for publication June 3, 1950. 


tFrom the Department of Pathology; Dr. Philipp R. R i 
rT. ili ezek, Di- 
tector, Jackson Memorial Hospital, Miami, Florida. 


HUTSON: HODGKIN'S DISEASE 855 


patient according to Skapier and Friedman.! Never- 
theless, in reviewing the literature, we found a 
limited number of combinations of Hodgkin’s dis- 
ease and neoplasms. 


Craver and Sunderland? reported a case of adeno- 
carcinoma of the colon coexisting with Hodgkin’s 
disease, originally diagnosed and treated as carci- 
noma of the stomach. The patient subsequently 
developed a tonsillar mass, a biopsy of which showed 
Hodgkin's disease. This patient, at autopsy, pre- 
sented a large carcinoma of the hepatic flexure of 
the colon with regional metastasis and submaxillary 
lymphadenopathy, the latter being characteristic of 
Hodgkin's diseases. Craver’ also reported a case of 
a 28-year-old woman who had carcinoma of the 
breast and Hodgkin’s disease of the ipsolateral 
axillary lymph nodes, both proven by biopsy. 


Aznar Reig** published two cases of carcinoma 
coexistent with Hodgkin’s disease. The first was 
a carcinoma of the pancreas; the second was a case 
of Hodgkin's disease associated with carcinoma of 
the colon. 


Skapier and Friedman! reported two cases of 
coexistent carcinoma of the breast preceded by 
Hodgkin’s disease. Subsequently, in one year or 
less, both patients developed carcinoma of the breast 
which was proven by biopsy. 

Greenstein and Conston® have reported a case 
of Kaposi’s sarcoma coexistent with Hodgkin’s dis- 
ease. They point out a possible histogenetic rela- 
tionship of the two disease processes, together with 
lymphblastomas and leukemias. 

Mills, Dominquez and McCall’ have reported the 
simultaneous occurrence of carcinoma of the larnyx 
and Hodgkin’s disease. 

Prates® analyzed a series of cases of Hodgkin’s 
disease and metastases of different types of carci- 
noma. 

Infectious complications in Hodgkin’s disease are 
more frequent than the previously discussed neo- 
plastic combinations. Such superimposed infectious 
manifestations can be divided into different groups. 
The combination of tuberculosis and Hodgkin’s 
disease and the probably false conclusions attributed 
to it are too well known to be discussed here. The 
coexistence of Brucella and Hodgkin’s disease has 
recently come into prominence. We should like to 
call the reader’s attention to the exhaustive papers 
by Forbus,?!° Wise,!! Poston and Parson,'? and 
Hoster.!3 

Referring to combinations of other infections 
with Hodgkin’s disease, we should like to mention 
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Davison’s'* report on Hodgkin’s disease which de- 
veloped in a patient with pre-existing Hansen’s 
disease. Craver and Haagensen!’ reported the oc- 
currence of herpes zoster in three cases of Hodgkin’s 
disease. Pancoast and Pendergrass'® found the 
occurrence of herpes zoster in four cases of Hodg- 
kin’s disease. Other cases of Hodgkin’s disease with 
coexistent herpes zoster and varicella were reported 
by Marcellus.'!? Several cases have been reported 
of Hodgkin’s disease with coexisting torulosis 
(Debre and others) 

Hoster, Zanes and Von Haam!? have reported two 
cases of Hodgkin’s disease, verified by biopsy, asso- 
ciated with viral hepatitis. The Hodgkin mani- 
festations preceded the onset of hepatitis in both 
cases for about a year and recurred in about four 
years after the regression of the liver ailment. The 
authors seemed to be impressed by a favorable 
interference of the hepatitis in the course of the 
Hodgkin’s disease and they felt encouraged to study 
the induction of virus hepatitis in the treatment of 
Hodgkin’s disease. 

These authors have listed five possible reasons 
for this beneficial influence: 


“(1) Interference by the hepatitis agent with an enzyme 
system or metabolic pathway necessary to the continuance 
of the Hodgkin’s disease process; (2) competition of the 
virus of hepatitis with the ‘tumor virus’ of Hodgkin’s 
disease, presumably unfavorable to the latter during the 
presence of its competitor in the body; (3) the presence 
in the circulating body fluids of antihepatitis virus anti- 
bodies or other substances which protect against the agent 
or abnormal metabolic mechanism responsible for Hodgkin’s 
disease ; (4) competition between the agent of viral hepatitis 
and the remaining components of the Hodgkin’s cell for a 
specific nutritional factor; or (5) the alleviating effect of 
viral hepatitis on certain mechanisms in Hodgkin’s disease 
involving disturbances due to atopic phenomena.” 


Heine, Lauer and Mumme”? reported an unusual 
case of generalized blastomycosis and lympho- 
granulomatosis. 

Kofoid?! analyzed two cases of Hodgkin’s disease 
coexistent with intestinal amebiasis. 

Metabolic and degenerative diseases combined 
with Hodgkin’s disease are infrequent. Again the 
reason for this is the early age incidence of the 
latter. 

There are other unusual combinations of Hodg- 
kin’s disease with other diseases. Bateman, Squires 
and Thannhauser’? have reported an unusual case 
of a Hodgkin’s patient who late in the course of 
his disease developed Schilder’s disease (demyelini- 
zation of the white matter of the cerebral hemis- 
pheres). However, there was some question as to 
whether roentgen therapy to the patient’s skull was 
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the cause of the degenerative demyelinization, or 
whether this was a true case of Schilder’s disease. 


Waldman”’ analyzed several cases of Hodgkin’s 
disease in the aged associated with diabetes mellitus, 
In connection with diabetes mellitus, we should like 
to mention two cases of diabetes insipidus caused 
by malignant lymphogranulomatosis reported by 
two separate authors, Falta and Spitzenbergen, 
and Flosi.?5 Although this is not a combination 
of another disease with Hodgkin’s disease, it is a 
very interesting complication of which only three 
reports have been published. 


The following case of ours seems to be of special 
importance as it not only demonstrates a combina- 
tion of Hodgkin’s disease and subacute bacterial 
endocarditis but also what one might call an experi- 
mental test for the influence of antibiotics on sub- 
acute bacterial endocarditis and on Hodgkin's 
disease. 


CASE PRESENTATION 


A twenty-seven-year-old white man was admitted to 
Jackson Memorial Hospital on May 18, 1949 complaining 
of weakness, weight loss and joint pains of five months 
duration. 


The patient was well until January, 1949, at which time 
he noted severe pain in his calves and thighs which felt 
like “charlie horses.” He also noted pain in the joints of 
his feet and ankles. At this time, he developed a diffusely 
scattered, red, raised, itching rash over his extremities. 
This rash lasted two weeks. The patient continued to work 
in spite of the persistence of pain. In the latter part of 
January he awoke one morning complaining of pain in 
his feet and ankles so severe that he was unable to get 
out of bed. He remained in bed until about April 1, 1949, 
during which time he experienced severe migratory poly- 
arthritis, occasionally associated with redness and tender- 
ness, which involved the feet, ankles, knees, elbows, wrists 
and hands. 

On this day he was feeling better. He was seen by a 
physician who diagnosed his condition as rheumatic fever. 
He was advised to rest. He had rested at home, getting up 
only to go to the lavatory. He has had no pains recently. 

For the past two weeks before admission, he has had 
nocturnal paroxysms of coughing associated with chilly 
sensations and night sweats. 

He had lost 50 pounds since the onset of his illness. 

He had a history of: 

(1) Trainsient pain in one foot lasting less than one day 

and on occasion one or two other joint pains. 

(2) No history of epistaxis, chorea or persistent fever. 

(3) Appendectomy as a child. 

Physical examination revealed a well developed, poorly 
nourished, 27-year-old white man lying quietly flat in bed 
without evidence of acute distress. Blood pressure was 


152/50; pulse 114; respiration 18; and temperature 102° F. 
His skin was pale, hot and moist. No petechiae were seen. 


Eyes, ears, nose and throat were normal except for 
pyorrhea. 


Vol 
crea: 
Li 
Tl 
regu 
pres, 
syste 
best 
the | 
Tl 
palp 
tend 
the | 
Ri 
In 
both 
tend 
TI 
but 
R 
In 
coun 
cells 
lym 
of 1 
sedit 
The 
were 
hour 
was 
also 
: hou 
thro 
R 
viric 
0 
the 
mar 
thou 
pati 
regic 
the 
tient 
: and 
a lo 
a th 
was 
a sp 
cent 
unid 
per 
2 seve 
bloo 
chro 
of t 
the 
Note 
level 
Furt 


Vol. 43 No. 10 


His neck showed a marked venous pulsation, but no in- 
crease in venous pressure. 

Lungs were clear to percussion and auscultation. 

The heart was enlarged to the left, rate 114, rhythm 
regular. There was a grade 2 systolic murmur and a faint 
presystolic murmur at the apex. There was a grade 2 
systolic-aortic murmur with a grade 3 diastolic murmur 
best heard over the third intercostal space to the left of 
the sternum. No friction rubs were heard. 


The abdominal wall was soft and relaxed. The liver was 
palpable 8 cm. below the right costal margin and was 
tender to palpation. The spleen was palpable 6 cm. below 
the left costal margin and was tender to palpation. 

Rectal examination was negative. 

In the extremities, there was a water-hammer pulse in 
both radial arteries. There was no edema, and no petechiae, 
tenderness or redness were seen. 

The cervical, axillary and inguinal nodes were palpable 
but not enlarged. 


Reflexes were normal. 


Initial laboratory examination revealed a red blood cell 
count of 2.25 million, hemoglobin of 49 per cent, white 
cells 4,000 with 68 per cent polymorphonuclears and 32 
lymphocytes. The urinalysis showed a specific gravity 
of 1.05, a trace of albumin and a rare blood cell. The 
sedimentation rate was 61 mm. in 1 hour; hemocrit 27 mm. 
The Kahn test was negative. Three separate blood cultures 
were reported as positive for streptococcus viridans. 

The patient was started on aspirin grains 15 every 4 
hours, and penicillin 500,000 units every 2 hours. This 
was later increased to 800,000 units every 2 hours. He was 
also given multiple whole blood transfusions. Within 24 
hours after the administration of aspirin, the temperature 
dropped to normal and remained so for 2 days and then 
throughout the rest of his course varied from 98 to 104° F. 


Repeated blood cultures were positive for streptococcus 
viridans until June 15, 1949. From then on repeated blood 
cultures were sterile. 


On May 27, 1949 a diastolic murmur was noted over 
the apical area. On this date, the patient complained of 
marked tenderness in his left upper quadrant. It was 
thought to be due to splenic infarction. The next day the 
patient developed a friction rub over the left infra-axillary 
region. On May 29, a flat plate of the abdomen revealed 
the presence of hepatosplenomegaly. On May 31, the pa- 
tient developed signs of heart failure. He was digitalized 
and placed on a maintenance dose of digitoxin along with 
a low sodium diet and ammonium chloride. On June 1, 
a thoracentesis was done and 30 cc. of straw colored fluid 
Was aspirated from the right pleural space. The fluid had 
a specific gravity of 1.014, cell count of 2,200 with 1 per 
cent neutrophils, 98 per cent monocytes and one large 
unidentified cell. The total serum protein was 2.66 grams 
per cent. The pathologists reported groups of cells in 
several instances which were larger than average white 
blood cells, with ovoid or round nuclei, with a very delicate 
chromatin network. These were very slightly suggestive 
of tumor cells. On June 8, 1949, petechiae were noted on 
the dorsum of the patient’s feet. For the first time, it was 
noted that the patient had a clinical icterus and was tender 
in the right upper quadrant. An icterus index revealed a 
level of 20 u. The cephalin flocculation test was 1 plus. 
Further liver function tests revealed a van den Berg qualita- 
tive, direct; same quantitative 14.6 mg. per cent; serum 
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cholesterol 172 mg. per cent; serum alkaline phosphotase 
30.5 units; prothombin time 19.7 (our normal 12-16) 
seconds; fecal urchilinogen was 4 Ehrlich units per 100 
grams, urinalysis revealed 4 plus bile and the urobilinogen 
was positive undiluted, negative in 1:10; total serum pro- 
tein was 5.14 grams per cent with an albumin-globulin 
ratio of 3.27 to 1.87; the red blood cell fragility test showed 
an initial hemolysis of 36 and hemolysis was incomplete. 
Two weeks later, the laboratory findings and clinical signs 
of icterus were greatly improved. However, the jaundice 
persisted and increased and at death the patient was 
markedly jaundiced. 

On June 21, 1949, because of continued spiking tempera- 
ture, the patient was started on 500 mg. of dihydro- 
streptomycin every 6 hours, in addition to 800,000 units of 
penicillin every 2 hours. 

Two days later, the patient complained of severe ab- 
dominal pain. Fecal examination revealed a positive guiac 
reaction and also a 4-plus benzidine reaction. It was 
thought that the patient had multiple gastro-intestinal 
infarction. 

On June 24, 1949, the patient became delirious and 
semicomatose. Streptomycin and aureomycin were dis- 
continued because of the continued elevation of tempera- 
ture in the face of massive chemotherapy. As a last resort, 
the patient was started on aureomycin 500 mg. every 6 
hours. 


The patient continued to have the temperature elevations, 
varying from 101 to 104° F. He remained delirious, semi- 
comatose, and showed a progressive downhill course. His 
pulse became very rapid (160), weak and the temperature 
spiked to 103° F. where it remained for 24 hours until the 
patient expired at 10:00 a.m. on June 26, 1949. 


SUMMARY OF AUTOPSY REPORT 


The body was that of a 27-year-old white man with 
evidence of recent weight loss and marked icterus. There 
was no peripheral lymphadenopathy. 

The lungs presented a moderate degree of pulmonary 
edema with a terminal bronchiolitis. 

The hilar, perioartic, mediastinal and _ retroperitoneal 
lymph nodes were greatly enlarged, some as large as 6 cm. 
in diameter, firm in consistency and the cut surface had 
a fish-flesh appearance that was bile stained in many areas. 
Necrosis and hemorrhage were evident in several nodes. 

The pericardial sac contained 200 cc. of cloudy straw 
colored fluid. The pericardium at the posterior base of the 
heart was coated by a fine fibrinous exudate. Both the 
right and left ventricles were enlarged. The heart was 
opened by the Rokitansky method and the valves were 
inspected. There was a polypoid, globular vegetation on 
the anterior mitral cusp, which measured 3% cm. in height, 
the base measuring 1 cm. in diameter. The base was firm 
in consistency while the polypoid portion was friable. The 
posterior mitral cusp was roughened with thickening and 
ulceration that extended almost to the aortic valve. The 
chordae tendineae were shortened, thickened and covered 
with small vegetations on the portions nearest the mitral 
cusps. The aortic valves were thickened and fused at the 
commissures. There were calcific plaques in the aorta just 
beneath the valves. The right aortic valve was roughened 
and slightly ulcerated along the cusp edge. The myocardium 
was of normal consistency but paler than normal. The 
papillary muscles as well as the myocardium of the right 
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and left ventricles were moderately hypertrophied. The 
coronary vessels and aorta were normal. 


The liver weighed 4,110 grams. Its surface was studded 
with small, irregularly shaped, greyish-white, velvety 
nodules. They varied in size from 1 mm. to 0.5 cm. The 
cut surface presented thick network, fish-flesh like in 
appearance throughout the liver parenchyma. The small 
meshes of this network were bright brown. 


The common duct was compressed by large 5 cm. sized 
nodes at the level of its entrance into the head of the 
pancreas. These masses had the same appearance as the 
previously described lymph nodes. 

The spleen weighed 1,430 grams. Its cut surface revealed 
a large triangularly shaped yellow infarction plus many 
areas of small greyish-white medullary lesions of the same 
character as previously described in the liver. 

The pancreas (head and body) showed it to be partially 
replaced by the same greyish-white tissue as described in 
the liver and spleen. 

The bone marrow from the right femur was brownish 
yellow and flecked with hemorrhage. 


Gross Diagnosis.— (1) Vegetative endocarditis, mitral 
valve (subacute bacterial endocarditis plus rheumatic heart 
disease). (2) Pericardial effusion. (3) Mitral and aortic 
insufficiency with stenosis of the ostia. (4) Hodgkin's 
disease involving the liver, spleen, pancreas and the ab- 
dominal and thoracic lymph nodes (?). To be proven by 
histologic study. (3) Right and left ventricular hypertrophy. 


Microscopic Summary.—The following areas of the heart 
were examined: the aorta, aortic valves, mitral valves and 
all four chambers. Sections taken from the mitral vegeta- 
tions show the latter to consist of fibrin, lymphocytes and 
pus cells closely attached to the denuded surfaces of the 
valves with the tendency to infiltrate the latter (Figs. 1 
and 2). The valves themselves apart from the vegetations, 
and that applies to the mitral as well as the aortic valve, 


Fig. 1 
Micro tessar 9 x of mitral valve of heart showing marked hyaliniza- 
tion, deposits of lime salts and regressing inflammatory reaction. 


October 1959 


show thickening, hyalinization and some scar formation in 
the center and even remnants of inflammatory reaction 
consisting mainly of newly formed blood vessels, collections 
oi fibroblasts, a few lymphocytes and mononuclears. Sey- 
eral of the valves show calcification. The aorta is slightly 
thickened and hyalinized but otherwise without abnormality, 
Gram stains from various depths of the vegetations of the 
mitral valve do not reveal the presence of bacteria. In areas 
where the heart muscle is more loosely arranged like the 
auricles and the surface of the right ventricle, an extremely 
moderate accumulation of lymphocytes and large mononu- 
clears was seen. Other muscular areas like the papillary 
muscle show a very delicate patchy fibrosis in some regions, 
and a more distinct perivascular fibrosis in others, especially 
around the blood vessels, a loosely arranged fibrosis harbors 
a few lymphocytes, mononuclears and so forth (regressing 
Aschoff bodies). 

The changes in the different organs with special reference 
to the whitish-grey nodules in the liver lymph nodes and 
spleen meet all the postulates for a diagnosis of Hodgkin's 
disease. In the liver, surprisingly in the majority, these 
changes are noted at the periphery and in the periportal 
fields. They consist of many Sternberg-Reed cells, and 
numerous spindle shaped mesenchymaious cells with their 
processes closely attached to one another (Fig. 3). There is 
a lack of eosinophils with only occasiona! ones present 
throughout the various organs. The most outstanding 
necrotic areas are seen in the spleen which shows the whole 
pattern altered: it is either necrotic due to recent infarction 
or substituted by the Hodgkin’s granulation tissue (Fig. 4). 
The lymph nodes show large necrotic areas as well as the 
typical Hodgkin’s granulation tissue. 

The pancreas shows a moderate fibrosis, but in some in- 
stances huge areas of replacement by Hodgkin’s granulation 
(Fig. 5). However, the Sternberg-Reed cells are less preva- 
lent than in other organs. 


Sections of the bone marrow show only a _ moderate 
degree of hyperactivity in several areas (Fig. 6). In many 
areas throughout the bone marrow, the marrow is replaced 
by a typical Hodgkin’s granulation tissue. The remaining 
unmentioned organs show no Hodgkin’s involvement. 


Microscopic Diagnosis—(1) Regressing subacute bacterial 
endocarditis. (2) Regressing rheumatic valvulitis with 
early and late stages of healing. (3) Regressing rheumatic 


Fig. 2 
Higher power 88 x of Fig. 1 showing the inflammatory changes at 
periphery of vegetation and deposits of lime salts in the deeper 
vegetation. 
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nodules (Aschoff bodies) in the myocardium. (4) Hodg- 
kin’s disease. 


CASE DISCUSSION 


This case presents many unusual and interesting 
findings. It represents the first case report to our 
knowledge on a combination of subacute bacterial 
endocarditis with Hodgkin’s disease. 

The patient was admitted to the Jackson Me- 
morial Hospital and diagnosed as having an acute 
exacerbation of rheumatic fever possibly superim- 
posed upon a subacute bacterial endocarditis. His- 
tory and physical examination disclosed polymigra- 
tory arthritis; a raised red itching rash over his 
extremities with joint and muscular pains; venous 
pulsations in the neck; enlarged heart with mitral 


Fig. 3 
193 x. Showing liver with characteristic changes of Hodgkin's disease: 
fibrosis, necrosis and Sternberg-Reed cells. 


Fig. 4 
193 x. Showing spleen with characteristic Hodgkin's granulation with 
@ more marked degree of necrosis than in the liver. 
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stenosis and insufficiency; aortic insufficiency and 
increased sedimentation rate, which supported first 
the assumption of rheumatic heart disease. Positive 
blood cultures showing the presence of streptococcus 
viridans changed the diagnosis, though an occur- 
rence of both diseases could not be excluded. Mas- 
sive penicillin chemotherapy (500,000 units every 
2 hours) was started. Numerous follow-up blood 
cultures were reported positive and after 21 days 
of penicillin therapy, the cultures failed to show 
streptococcus viridans and later cultures remained 
sterile until the patient died. In spite of this, the 
patient showed no clinical improvement. He con- 
tinued to have temperatures spiking to 103° F., 
occasionally to 104° F., and complained of pro- 
gressive weakness. Penicillin was increased to 
800,000 units every 2 hours, and dihydrostrepto- 


88 x. Pancreas showing an area of marked replacement by Hodgkin’s 


granulation with decrease in number of Sternberg-Reed cells as com- 
pared with other organs. 


Fig. 6 
88 x. Bone marrow showing replacement by typical Hodgkin’s granu- 
lation tissue. 
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mycin, 500 mg. every 6 hours was given for 3 days 
without improvement. As a last resort, both these 
drugs were discontinued and aureomycin, 500 mg. 
every 6 hours, was given for 2 days at the end of 
which time, on the thirty-eighth hospital day, the 
patient expired. 

Hodgkin’s disease was never suspected and re- 
mained undiagnosed at the time of death. Clinically, 
the enlarged spleen was explained as being due to 
multiple infarcts in the course of the subacute bac- 
terial endocarditis. The enlarged liver was attrib- 
uted to congestive failure. The icterus was con- 
sidered to be of an obstructive type as indicated 
by liver function tests. A red blood cell fragility 
test ruled out hemolytic icterus. 


Cultures taken from the vegetation of the mitral 
valve were reported to be sterile. This vegetation 
presented an area which was still friable and other 
portions of which already showed fibrosis. 

Microscopically, the vegetation showed only rem- 
nants of inflammatory reaction, with much scar 
formation. The only evidence of the presence or 
regression of the rheumatic heart disease were re- 
gressing Aschoff bodies in the myocardium. Un- 
fortunately, the measurements and the patency of 
the mitral valve were not recorded. The fact that 
both mitral and aortic valves were involved in the 
process is significant. The patient presented, apart 
from his mitral lesion, aortic insufficiency clinically 
and at autopsy. As the Kahn test was negative, and 
as the patient also denied ever having had lues, and 
no microscopic evidence of it was found, and as 
there was no atherosclerosis of any of the larger or 
smaller vessels, we can safely assume the valvular 
damage to be due to rheumatic fever, upon which 
a superimposed vegetative endocarditis occurred. 


At this point, we should like to refer to an article 
by Geiger and Durlacher,?° which is not only of 
importance to our case but to all classifications of 
bacterial endocarditis. They have reported autopsy 
and microscopical examination of endocardial vege- 
tations in four cases of penicillin cured subacute 
bacterial endocarditis. The stage of healing of the 
vegetations varied from early to late. The early 
stage of healing is represented by a mass of granula- 
tion tissue and hyalinized connective tissue sur- 
rounding eosinophilic material and covered by en- 
dothelium. Also obviously early was the organizing 
mass of fibrin, erythrocytes and leukocytes that 
composed the vegetations in another instance. More 
advanced organization and the deposition of calcium 
salts within the vegetations appeared to indicate a 
later stage. The completely healed lesions were 
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exhibited by a pale, hard and smoothly endothelial- 
ized mass of dense connective tissue and areas of 
calcification. It is noteworthy that bacteria were 
neither seen in, nor cultivated from depths of any 
of these lesions, whether healing or healed, which 
proves that vegetations actually become free of 
bacteria. 


In our case, Gram stains were made of the valves 
at varying depths. Nowhere, were bacteria found. 
This further proves the work of Geiger and Dur- 
lacher?® that vegetations may become entirely sterile 
in massive chemotherapy of subacute bacterial en- 
docarditis. We feel that in our case, the mitral 
vegetations can be grouped into two stages of heal- 
ing: (1) the early stage, and (2) more advanced 
stage, according to Geiger and Durlacher’s”® classifi- 
cation. The gross appearance of the vegetations was 
that of a subacute endocarditis; however, micro- 
scopically we noted both regressing rheumatic 
nodules and vegetations of subacute bacterial endo- 
carditis. 

Grossly and microscopically, this case, apart from 
the heart, represents a true Hodgkin’s sarcoma. 
The time of onset and the length of duration are 
unknown, There is nothing in the history to suggest 
the onset or even the presence of Hodgkin’s disease. 
The evidence of hepatosplenomegaly, itself, when 
found on routine physical examination on May 18, 
1949 could be attributed to many diseases other 
than Hodgkin’s disease. It is true that the spleno- 
megaly could be explained on the presence of sub- 
acute bacterial endocarditis, but this offers no solu- 
tion for the hepatomegaly. The patient gave no 
history of rheumatic heart disease prior to January, 
1949. It is not certain whether Hodgkin’s disease 
was present at the onset of the rheumatic fever or 
whether it developed subsequently. 


It is of interest to note that Brucella agglutina- 
tions were done in our case and were reported 
negative. A tuberculin test was not done but more 
important, there was no gross or microscopic evi- 
dence of tuberculosis. 

The literature of the subject, available to the 
author, did not show publications in which peni- 
cillin, streptomycin or aureomycin was used in the 
treatment of Hodgkin’s disease for a longer period 
of time. In our case, we repeat, 500,000 units of 
penicillin was given every 2 hours, for 21 days. It 
was then increased to 800,000 units every 2 hours 
for 9 more days. A 3-day course of streptomycin, 
500 mg. every 6 hours was given and this was fol- 
lowed by a 2-day course of aureomycin, 500 mg. 
every 6 hours at the end of which time the patient 
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died. There was no clinical or subjective improve- 
ment. More important, there were no changes or 
deviations in the microscopic picture of Hodgkin’s 
sarcoma. It is rather obvious that antibiotics used 
in our case were of no therapeutic value in the 
lesion of our case diagnosed as Hodgkin’s sarcoma. 


SUMMARY 


(1) A case of Hodgkin’s disease combined with 
subacute bacterial endocarditis, the latter super- 
imposed upon rheumatic heart disease has been 
reported. To our knowledge, this is the first such 
combination observed. 


(2) The literature has been surveyed for other 
pathologic conditions combined with Hodgkin’s 
disease. 


(3) The fate of cured subacute bacterial endo- 
carditis lesions has been discussed. 


(4) There are no changes, grossly or micro- 
scopically, in Hodgkin’s disease under massive peni- 
cillin, streptomycin and aureomycin therapy. 
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EXTREME CALCINOSIS INTERSTITIALIS* 
REPORT OF A CASE 


By Moore Moore, Jr., M.D. 
and 
L. CLARKE, M.D. 
Memphis, Tennessee 


Calcium deposition in soft tissues continues to be 
a subject of much interest to clinicians, radiologists 
and biochemists. The literature has been reviewed 
thoroughly and excellently by Ghormley and his co- 
workers! and will not be discussed here. 


The etiology of this condition has not been estab- 
lished. One theory maintains that calcium deposits 
occur in degenerated connective tissue.* The other 
one postulates an altered calcium metabolism.! Cal- 
cinosis or chalk gout occurs in several forms vari- 
ously described as calcinosis circumscripta, calcino- 
sis universalis, tendino-fascitia calcerea rheumatica, 
Raynaud’s disease with calcareous degeneration and 
tumoral calcinosis.*’? In this report we shall not at- 
tempt to deal with calcium deposition in tendon in- 
sertions, as in the so-called shoulder “bursitis.” 


The universal type usually occurs in the first two 
decades and involves skin, subcutaneous tissues and 
sometimes interstitial tendon tissue, nerve sheaths, 
muscles and fascial planes. Prognosis is poor and 
no therapy has been successful.* The circumscribed 
variety is commonly seen in older persons and pre- 
dominantly in females. In about 50 per cent of 
cases it is associated with vasospastic disease! such 
as Raynaud’s disease, scleroderma or sclerodac- 
tylia>? This type usually discharges and heals 
spontaneously and repeatedly. The tumoral form® 
presents as a very large mass frequently in the 
gluteal or deltoid regions and may at first sight 
resemble a tumor. 


*Received for publication March 17, 1950. 
*The authors wish to express their gratitude and indebtedness to Dr. 
E. F. Williams of the Department of Chemistry, University of Ten- 
nessee, Graduate School of Biological Sciences, for his exhaustive 
chemical and physical analyses of the aspirate. 
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Fig. 1 
Massive tumoral deposits about right shoulder. 
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of her hips and to a lesser extent the knees. Extensive fixed 
contractures of all fingers had developed at the proximal 
interphalangeal joints with ischemic pressure ulcers on the 
dorsal surface of each of these same joints. Stiffness of any 
other joints including the spine had not been noted. About 
the first of June, 1946, the patient fell a short distance 
landing on her right shoulder. Following that inc'dent the 
shoulder swelled considerably and became quite hot to the 
touch. No chills or fever accompanied this condition. 


Examination showed extensive diffuse characterist‘c sclero- 
derma involving chiefly the shoulder, as noted above, the 
face and upper half of the body. The patient was unable 
to abduct the right arm to more than 75° and had about 
50 per cent limitation of motion of this joint. The entire 
deltoid eminence was massively and diffusely swollen as 
well as being very tender. The skin of this area was glossy 
with somewhat increased skin temperature. There was about 
one-fourth to one-third limitation of motion of both hips 
in all directions but without appreciable pain. All other 
extremity joints, with the exception of the hands, showed 
no limitation of motion and no tenderness. No palpable 
swelling was noted in any joints other than the right 


Fig. 2 
Deposits about ligaments of spine. 


The case to be presented was of considerable in- 
terest because it seemed to have some manifestations 
of all types. It also presents examples of calcifica- 
tion in tendon insertions (the supraspinatus) and in 
ligaments, namely the coraco-clavicular and crucial 
(knee) ligaments. We have been unable to find a 
case presenting such extensive and wide-spread 
involvement as the following. 


Mrs. W. M. C., a 46-year-old housewife, was first seen 
by one of us (CLC) in February, 1946. Her previous 
personal and family history were negative as to significant 
illness or injuries. She said that about September, 1940, she 
began to experience swelling of the skin of the entire body 
but particularly of the hands, face and legs. Soon after- 
wards the hands began to turn blue and cool. This pro- 
gressed for several months and about 7 months after onset 
a right cervical sympathectomy was performed. This gave 
no relief and the condition became steadily worse, becoming 
a characteristic advanced scleroderma. Further history re- 
vealed that for several years the patient had had some 
stiffness of the right shoulder with inability to raise the 
arm to more than level with the floor. She had had no 
trouble with the left shoulder but had noted some stiffness 


shoulder. The spine presented mild limitation of flexion but 
without pain. Musculature was not remarkable considering 
the age of the patient and the presence of scleroderma. 


Fig. 3 
Diffuse rather massive calcium deposition about both hips and sur 
rounding soft tissues including ligaments. 
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Deep reflexes were physiologic. The right pupil did not 
react well to light but was rounded and regular in shape. 

Urinalysis was negative except for one to two plus albu- 
min. The Kahn test was negative. The erythrocyte count 
was 2,240,000 and did not rise above 3,590,000 during an 
observation period of eight months. Hemoglobin varied 
from 7.5 to 10 grams. White blood cells were normal as to 
number and differential count. Gastric analysis was nega- 
tive. Serum calcium on April 9, 1946, was 12.6 milligrams 
per cent, on April 16, 1946 it was 10.9 milligrams per cent, 
and on June 13, 1946, it was 12.6 milligrams per cent with 
serum inorganic phosphorus being 3.8 milligrams per cent 
on this last date. 

On June 13, 1946, the tumor mass of the right shoulder 
was aspirated. Twenty cc. of odorless, yellowish, caseous 
material was obtained which was cultured with negative 
results. This was also extensively examined in the Depart- 
ment of Chemistry of the School of Biological Sciences of 
the University of Tennessee. It was found to contain 4,000 
mg. calcium per 100 cc. and 18.4 mg. phosphorus per 100 
ce. giving a calcium-phosphorus ratio of 2.17-1. The excess 
calcium over the calculated CagP2 ratio of 1.94 equals 0.21. 
Total calcium phosphate was 9.5 per cent, which seems to 
indicate that the ash was almost entirely made up of these 
ions. Further analysis showed that the material contained 
7.6 grams of phosphate to 100 cc. of fluid as well as 4.1 mg. 
per cent of soluble inorganic phosphorus and 2.2 Bodansky 
units of alkaline phosphatase. Samples of circulating blood 
were taken for chemical analysis and yielded the following: 
whole blood nonprotein nitrogen 43 mg. per cent; total 
serum protein 7.3 grams per cent; uric acid (plasma) 7.3 
grams per cent; serum inorganic phosphorus 2.9 mg. per 
cent. Alkaline phosphatase (blood serum) 2.2 Bodansky 
units. It is interesting to note that the fluid which was 
aspirated from the right shoulder joint contained so high 
an ash content and was largely calcium phosphate. 

X-ray examinations were made of the entire skeleton. The 
skull showed no abnormality, and no calcifications were 
noted in the soft tissues such as muscles. The wrists and 
feet had no calcium deposits and those in the hands were 
minimal. Considerable osteoporosis of the bones of the 
hands was present. Calcium deposition was present in 
greatly varying degree in both shoulder joints, the elbows, 
hips, knees, ankles and the spine, as may be seen in the 
illustrations. 

In summary, the fascinating subject of soft tissue 
calcinosis has been reviewed briefly. A case pre- 
senting very extensive and wide-spread involvement 
has been presented and the material recovered by 
aspiration analyzed. This patient shows virtually all 
types of calcification, ranging from that in isolated 
tendon insertion and in ligaments to that of massive 
tumoral calcinosis. 


REFERENCES 


+ Ghormley, Ralph K.: Multiple Calcified Bursae and Calcified 
Cysts in the Soft Tissues. Transactions of Western Surg. Assoc., 


$1:292-309, 1941. 
2. Atkinson, F. R. B.; and Weber, F. P.: 


Cutaneous and Sub- 
cutaneous Calcinosis. Brit. Jour. Dermat., 


50:267-310 (June) 
i) 19820 Calcifications. Physiol. Rev., 12:593- 
193 


2 
~ 


= 


Bone. Sect. 10, pp. 629-630. Phila- 


MOORE AND CLARKE: CALCINOSIS INTERSTITIALIS 863 


5. Kennedy, R. L. J.: Calcinosis and Scleroderma; Treatment of 
Case by Use of Ketogenic Diet. Coll. Papers, Mayo Clin., 
2%4:1087-1092, 1932. 

6. Inclan, A.: Tumoral Calcinosis. J.A.M.A., 121:490, 1943. 

7. Rosenbert, E. F.: Chalk Gout; a Report of Two Cases with a 
Brief Summary of Some Previously Reported Studies of Calcinosis. 
J.AM.A., 115:1791-1794 (Nov. 23) 1940. 


188 South Bellevue 


HEREDITARY OVALOCYTOSIS* 
STUDY OF FOUR MEMBERS IN ONE FAMILY 


By BEN FisHer, M.D. 
ANDREW RAnIER, M.D. 
and 
C. M. Gritrin, M.D. 
New Orleans, Louisiana 


Anomalous erythrocyte morphology is always a 
medical curiosity. Certain forms, such as the sickle 
cell, the oval and target forms of Mediterranean 
anemia, and the microspherocytes of hemolytic 
anemia are seen occasionally. Less commonly ob- 
served, however, are the ellipsoid and bacilliform 
cells of hereditary oval erythrocytosis. 

Since its description in 1904,! the entity of oval 
and bacilliform erythrocytes without anemia or other 
evidence of blood dyscrasia has been seen less than 
350 times. A definite genetic pattern (Mendelian 
dominant) is present in these individuals; however, 
the trait is not sex-linked, and it may occur in any 
race or at any age. Poikilocytes resembling ovalo- 
cytes may be seen in anemia, but the normal oc- 
currence of true elliptical shaped red cells is less 
than 5 per cent. Furthermore, a bearer of the ellip- 
tical shaped cell trait must have at least 25 per cent 
of forms in which one diameter is definitely longer 
than the other. The anomaly is most frequently 
discovered on routine blood examination. 


CASE REPORTS AND STUDY 


A 27-year-old Negro man (J. C.) was hospitalized for 
symptoms not related to the hematopoietic system. Because 
he had also experienced recurrent bouts of abdominal pain, 
the patient was referred to the Special Hematology Labora- 
tory for sickle cell studies. A wet preparation of the blood 
was made and immediately examined by one of us (B. F.). 
To our surprise, the blood contained numerous oval- and 
rod-shaped erythrocytes. Stained cover-slip preparations re- 
vealed the same condition (Fig. 1), and a differential count 
of 1,000 red cells showed that 68.8 per cent were oval, 
15.2 per cent were rod-shaped, and 16.0 per cent were nor- 
mal, round, biconcave discs. These cells were enumerated 
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in consecutive, unselected oil-immersion fields. The wet 
preparation was studied while exposed to'a strong reducing 
agent (2 per cent sodium bisulfite), but no further mor- 
phologic changes were evident. No sickling was demon- 
strable. 


Other studies were then carried out (Table 1), and they 
confirmed the absence of hematopoietic pathology. The 
nucleated red cells of the bone marrow were normal in 
morphology (Fig. 2). Because of the hereditary nature of 
this disorder, other members of the patient’s family were 
contacted to aid in this study. None of them, including 
the patient, had ever been told of the presence of these 
bizarre cells in their blood. The patient’s father, a sister, 
and a paternal aunt were studied. The mother was de- 
ceased, and two siblings refused to cooperate. These find- 
ings are listed in Table 2. It is unfortunate that no one 
from the maternal side of the family was available for 


HEMATOLOGIC FINDINGS IN THE PATIENT (J. C.) 


PERIPHERAL BLOOD 
Red blood cells ...... 4,800,000 per cu. mm. 
Hemoglobin (Haden-Hausser) .. 12.0 grams 
Hematocrit : _..... 38.0 per cent packed red cells 
Mean corpuscu'ar volume cu. micra 
Mean corpuscular 
hemoglobin concentration _.31.5 per cent 
White blood cells ...8,750 per cu. mm., with normal 
differential count 


Sickle cell preparation Negative 

Corrected sedimentation rate 2 mm. per hour (Wintrobe) 

Fragility to saline —.... Initial hemolysis at 0.42 per cent 
NaCl 

Complete hemolysis at 0.30 per 
cent NaCl 
BONE MARROW 
Megakaryocytes .Normal 
M:E ratio — 2.4 to l 


Fat volume 


per cent 
Myeloid-erythroid volume 


7.0 per cent 


Table 1 


Fig. 1 
Peripheral blood (1000 X). Oval and bacilliform erythrocytes. Note, 
no definite linear arrangement of the cells. 
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study, since the father and paternal aunt did not possess 
the trait. 


DISCUSSION 


The nature of these abnormal cells has been 
studied completely but opinions conflict on many 
points. It is generally agreed, however, that the 
trait exists without anemia, and at least 25 to 40 
per cent of the cells must be elliptical and 10 per 
cent rod-shaped to establish the diagnosis.? The 
anomalous shape is an inherent quality of the cells 
themselves, and not of the environment. The syn- 
drome may be present at any age. Helz and Menten 
reported a case in a 24-year-old Negro child; there 
was progressive increase in elliptocytes during the 
first four months of life, which gradually stabilized 
at 52.6 per cent.? 


This red cell disorder bears no relation to the 
sickle cell trait, but has been reported associated 
with the sickling phenomenon in at least one in- 
dividual.* A laboratory technician who is not fa- 
miliar with the anomaly may easily mistake it for 
an intermediate form of sickle cell, if the moist 
preparation of blood is not examined initially when 
set up. Other physical characteristics of the cells 
have been studied in detail by Pollack and Dame- 


Name Age Relation Per Cent Red Cell Forms* 
Round Oval Bacilliform 

..<. 27 Patient 16.0 68.8 15.2 

G. J. 29 Sister 24.2 64.0 11.8 

59 Father 98.4 1.1 0.5 

A. W. 61 Aunt 94.0 6.0 0.0 


*Based on difierential count of 1,000 erythrocytes in consecutive, 
unselected oil-immersion fields. 


Table 2 


Fig. 2 
Bone marrow (1000 X). Normal shaped nucleated red blood cells. 
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shek,’ Hunter and Adams,° Terry alii.’ Cheney 
reported 14 cases in three generations of a single 
family,? and a study of 86 cases in 3 interrelated 
families has been reported by Wyandt ef alii.° 


We regret that we were unable to make erythro- 
cyte survival studies on the cells of this patient. 
A previous study has shown that the oval cells have 
a short life span of 12-13 days.!° This is question- 
able, inasmuch as the other physiologic character- 
istics of the cells are similar to those of the normal 
erythrocyte, including normal osmotic fragility. 


SUMMARY 


A case of hereditary oval erythrocytosis is pre- 
sented together with the results of study on .three 
available members of the patient’s family. The 
blood possessed the criteria necessary for a diagnosis 
of hereditary ovalocytosis. No anemia or other 
hematologic abnormality was found. 
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TREATMENT OF MYASTHENIA GRAVIS 
WITH TETRAETHYL PYROPHOSPHATE* 


By Wiu1aM J. ATKINSON, Jr., M.D. 
Mobile, Alabama 


During the last war the Germans introduced 
tetraethyl pyrophosphate (TEPP) as an insecticide, 
and since that time it has come to be widely used 
for this purpose. In April, 1948, Burgen, Keele, 
and McAlpine! first reported the use of tetraethyl 
pyrophosphate in myasthenia gravis. Since then 
several investigators have published papers on both 
the experimental and clinical results of the admin- 
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istration of TEPP, and its use in myasthenia 
gravis.2* It was found that TEPP causes a rapid 
fall in cholinesterase activity within one hour and 
that this remains almost maximal for a period of 
twelve hours, after which it rises slowly during the 
next sixteen days.*5 It was shown that neostigmine 
has a blocking effect on the action of TEPP, and, 
for full effectiveness, TEPP must be administered 
four or more hours after the last dose of neostigmine 
and one or more hours before the next dose of 
neostigmine. The side effects (muscle fasciculation, 
accommodation spasm, miosis, perspiration, lacrima- 
tion, salivation, nausea, vomiting, bradycardia, rest- 
lessness, giddiness, and sometimes headache) are 
similar to those with neostigmine, but the abdominal 
cramps, which are prominent with neostigmine, are 
rare, and this makes TEPP often much more ac- 
ceptable to the patient. Atropine after each dose 
prevents many of the side effects, and the patients 
are able to tolerate much larger doses of atropine 
than before taking TEPP (often as much as 2 or 
3 mgm. atropine every hour). Phenobarbital will 
further reduce the central nervous system side 
effects. Patients must be warned of the toxic 
effects of TEPP, after maximal increase in muscular 
strength is obtained. Further increase in dosage 
will produce generalized weakness. If this is mis- 
interpreted as being due to inadequate dosage, a 
still further increase in the dose of TEPP, or the 
administration of neostigmine, may cause an in- 
ability to swallow or speak and even complete 
paralysis of respiration. This weakness is usually 
accompanied by the previously mentioned side 
effects of TEPP, nausea, sweating, uneasiness, sali- 
vation, and muscle fasciculation. These may aid in 
the diagnosis of overdosage. If overdosage occurs, 
artificial respiration may be necessary until the 
effects of TEPP wear off. 


The advantages of TEPP over neostigmine are: 
(1) It is much cheaper. (2) Severe cases may be 
controlled by the administration of TEPP twice a 
day. (3) The patient is stronger in the morning 
when he first awakens. (4) There are usually less 
unpleasant side effects. (5) Results are often better. 
(6) It is especially valuable in patients who have 
become refractory to neostigmine. 


At present TEPP is supplied in pure form. A BD 
Y% cc. tuberculin syringe with 27-gauge needle is 
used to withdraw the material from the ampule and 
0.8 cc. (1 gram) is added to 99.2 cc. of anhydrous 
propylene glycol. This 1 per cent solution is kept 
in a rubber stoppered bottle and each dose is meas- 
ured out with a 1 cc. absolutely dry tuberculin 
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syringe and a small needle (0.1 cc. is equal to 1 mg. 
of TEPP). According to the method of Stone and 
Rider* this is mixed with a small amount of water 
or milk and swallowed immediately. TEPP rapidly 
loses its potency in the presence of moisture and 
should never be allowed to stand after mixing. It 
is best taken after meals to prevent nausea. 


CASE REPORT 


H. M., the 42-year-old mother of 2 children, was fairly 
well until 1943 when she began to notice some weakness of 
her legs when she wore stadium boots. During the next 
year she began to have some weakness of her back when she 
worked hard, and in 1945 she also developed weakness in 
her hands and arms. Soon after this she developed a weak- 
ness and “dropping sensation” in her stomach, followed by 
nausea and vomiting and then a fainting attack. She was 
seen by a physician who diagnosed anemia and began giving 
her liver. Despite improvement in her anemia she began to 
have difficulty in talking and found that she had poor 
coordination and could no longer play the piano and could 
not use her typewriter. By January, 1946, she was having 
difficulty in swallowing and some weakness of her respira- 
tions. Her eyes, had been weak for several years but with 
several changes of her glasses she had been able to read. 
However, by 1946, her reading had become difficult even 
with glasses. 


At this time she was diagnosed myasthenia gravis and 
began taking neostigmine 15 mg. orally three times a day. 
Improvement of all of her symptoms was dramatic, but in 
five months she again became weak and vomited much of 
the time. This persisted and became steadily worse until 
November, 1948, when her neostigmine was increased to 
15 mg. 10 times a day. Her vomiting stopped and she 
again became stronger. In January 1949, she was again 
weaker and neostigmine was increased to 12 times a day, 
but during the next six months she gradually became weak 
again and neostigmine had to be increased to 15 times a 
day. Weakness again gradually returned until November, 
1949, when she was almost bedfast, in spite of neostigmine, 
and was having great difficulty in swallowing and breathing. 


In December, 1949, she began taking TEPP. The initial 
dose was 2 mg. at 8:00 A.M. before taking neostigmine, 
and again at 8:00 P.M. four hours after her last dose of 
neostigmine. After the second dose she began to feel stronger 
and noticed that she was especially stronger when she 
awakened in the morning before taking her neostigmine. 
She continued to take neostigmine as often as was necessary 
and increased the dose of TEPP 1 mg. a day until she 
reached 6 mg. twice a day. The dose was then increased 
by 0.5 mg. a day. When 7 mg. twice a day was reached, 
she was able to stop neostigmine entirely. When 8%4 mg. 
twice a day was reached, no further increase seemed neces- 
sary, since she was able to lead an almost perfectly normal 
life again. She has taken 1/75 gr. of atropine after each dose 
of TEPP. At no time has she noted any unpleasant side 
effects of TEPP except for unusually large amounts of 
saliva. The patient can now play the piano and type for 
the first time in five years; can read, even small print, for 
the first time in two years; and can do all of her housework 
for the first time in one year. When she awakens in the 
morning she is just as strong as when she goes to bed at 
night. 
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SUMMARY AND CONCLUSIONS 


The value of a new drug, tetraethyl pyrophos- 
phate (TEPP), for the treatment of myasthenia 
gravis is again emphasized. 

Dramatic results were obtained in a patient who 
had become progressively more and more refractory 
to neostigmine. She is now able to lead a com- 
pletely normal life and has had none of the usual 
unpleasant side effects of TEPP. 
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TORSION OF THE TESTICLE* 
CASE REPORT 


By CHESTER W. Morse, M.D. 
and 
RIcHARD Smoot, M.D. 
Atlanta, Georgia 


Torsion of the testicle is not a particularly rare 
occurrence but is one which is often overlooked or 
misdiagnosed. It was described as early as 1840 
by the French physician Delasiauve,' and has been 
reported frequently since that time. Kreutzman and 
Strauss’? found 489 cases recorded in the literature 
to 1942. Yet the facts that diagnosis is made and 
treatment instituted so late that 76 per cent of the 
cases end in orchidectomy, warrant this case report 
in the hope that greater awareness of the condition 
may lead to earlier diagnosis and treatment. 

The condition occurs most commonly from the 
second to fourth decades with a peak in teen-age 
boys, although it has been reported in infants* and 
in a 68-year-old man. Probably it does not occur 
in the normal testicle but requires one of two de- 
velopmental anomalies as prerequisites for the con- 
dition. In the first type, instead of the tunica’s 
being invaginated by and adherent to the epididymis 
and posterior aspect of the testicle, the attachment 
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is loose and inadequate so that the testes and 
epididymis may be rotated within the coverings. 
In the second type, instead of a close firm attach- 
ment of the testes and epididymis, the connection 
is so elongated and thin that the testes may rotate 
independent of the epididymis. Muschat* found 
cremasteric fibers extending along the cord intra- 
vaginally and a sudden spasm of these fibers may 
cause torsion to occur. This presupposes a high 
investment of the testes and a low attachment of the 
cremasteric muscle, resulting in a freely movable 
testicle with a spiral muscle attached. About 60 
per cent of writers report undescended testicles as 
the basis of trouble,’ but it is more likely that spasm 
associated with torsion causes the testes to ride high. 
Precipitating factors may include coughing, sneez- 
ing, and straining at stool although it frequently 
occurs during sleep. 


The pathologic effects are those of strangulation. 
Initially there is congestion followed by hemorrhage 
and infarction. Frequently a serosanguineous effu- 
sion develops in the scrotum, and the process goes 
on to gangrene or atrophy of the testes depending 
upon the completeness and rapidity of vascular in- 
sufficiency. 


The symptoms are not pathognomonic but are 
suggestive due to resulting circulatory insufficiency: 


(a) Pain in the testes is a constant presenting 
symptom. This is sudden, severe, and intense, but 
lessens as gangrene sets in. Frequently it is accom- 
panied by mild shock, nausea and vomiting. 

(b) There is tenderness and swelling of the testes 
forming a mass in which the testes and epididymis 
cannot be separated as individual structures. The 
overlying skin may be reddened, edematous and 
hyperesthetic. 

(c) A twist in the cord may be palpable early. 

(d) Pain is intensified by elevation of the tes- 
ticle (Prehm’s sign)® in contradistinction to the 
alleviation of pain on elevation seen in epididymitis. 

(e) There is a rotation of the epididymis to a 
lateral or anterior position. 

(f) The scrotal contents are retracted upward. 


(g) General constitutional reactions are mild 
compared to the intensity of the pain. 


(h) The leg of the involved side is held in flexion. 
(i) On straining or coughing no impulse is trans- 
mitted, nor is any enlargement palpable. 


Seven other conditions make the differential diag- 
nosis difficult. 


(a) A strangulated inguinal hernia is easily con- 
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fused with torsion. However, this occurs more 
commonly in older age groups. Moreover, hernia 
is characterized by rapidly increasing severity and 
a marked constitutional reaction. Intestinal symp- 
toms including fecal vomiting are prominent in 
hernia in late untreated cases. 


(b) Acute orchitis must be considered. Usually 
the pain is less intense and is relieved by elevation, 
which is in contradistinction to torsion. The onset 
is more gradual and the swelling frequently more 
marked. 


(c) Acute epididymitis is characterized by a 
more gradual onset, relief on elevation of testicle, 
and evidence of infection in the urine or prostate. 


(d) Acute hydrocele or hematocele is occasionally 
seen. Sometimes there is a history of trauma, the 
pain is not severe, and the mass is not retracted 
upward. If the swelling can be transilluminated 
differentiation is made easier. 


(e) Testicular neoplasm is usually of slow pain- 
less onset. 


(f) Suppurative inguinal adenitis has a slower 
onset with less pain. Also, careful examination 
usually reveals a local infection to account for the 
adenitis. 


(g) Torsion of the appendix testes (hydatid of 
Morgagni) offers a difficult problem of diagnosis 
and one of great importance. The appendix testes 
is a remnant of the cephalic end of the mullerian 
duct.’ This is attached to the upper pole of the 
testes by a short pedicle in the majority of males. 
Torsion can and does occur, giving the same clinical 
picture as is seen in torsion of the testes. The 
differential diagnosis can be made only at operation, 
where it is imperative to recognize torsion of the 


appendix testis and so to avoid removal of a normal 
testis. 


The treatment of torsion of the testicle is surgical 
and is a surgical emergency. If the condition is 
recognized early enough it may be rectified and the 
testicle anchored to the bottom of the scrotal sac. 


CASE REPORT 


D. W., a sixteen-year-old white school boy, was well 
until 12 hours before the onset of this acute illness, when, 
bending over a drinking fountain, he noted sharp inter- 
mittent pain in his lower back. There was no history of 
injury. He slept poorly but without pain. On arising the 
next morning he was struck with sudden intense pain in the 
left lower abdomen, which radiated and localized in the 
left testicle. Pain was accentuated by raising the testicle 
but was somewhat helped by immobilization with a support 
and heat. 


There was no history of sexual exposure, penile lesion, 


be 

. 

« 

- 

his 
> 


868 SOUTHERN MEDICAL JOURNAL 


or urethral discharge. No urinary symptams, fever or chills 
were present. The patient denied any trauma to the testicle. 
He had had mumps. 

He was found to be writhing with pain in the left lower 
abdomen and scrotum. Temperature was 98.6,° pulse 88, 
and respirations were 20. There was moderate tenderness 
over the inguinal ligament. No masses or herniae were 
present and peristalsis was normal. No abdominal scars 
were present. The left testicle was high, ectopic in position, 
resting just distal to the external inguinal ring. It was 
about twice normal size, acutely tender, tense and could 
not be separated from the adjacent epididymis. The over- 
lying scrotal skin was moderately indurated and erythem- 
atous. There was a small amount of fluid in the sac which 
could be balloted and transilluminated. The cord was 
acutely tender throughout and precluded adequate examina- 
tion of the ring. Elevation of the testicle caused acute 
accentuation of the pain. The right testicle was normal and 
mobile. The penis was normal. No urethral discharge was 
present after prostatic massage. 

No abnormalities were noted on rectal examination. 
There was no adenopathy of the inguinal area. A pre- 
sumptive diagnosis of acute epididymitis, nonspecific, was 
made at first but changed to torsion of the testicle within 
twelve hours. Because of the patient’s slow pulse and lack 
of constitutional reaction it was decided to observe him in 
hope that the process might go on to atrophy without 
gangrene. However, this did not occur and four days after 
onset, orchidectomy was performed and a gangrenous testis 
removed. A torsion of 180° had completely obliterated the 
arterial and venous supply to the organ. Convalescence 
was uneventful with good wound healing and the patient 
was discharged 7 days after operation. 


Pathological Report —The specimen is oval-shaped, meas- 
uring 3.2x5.0 cm. Most of the external surface is smooth, 
glistening and purplish-red within the capsule: Along one 
margin is attached a tortuous tube which is 6 cm. long and 
measures 2 cm. at its thickest point. The tube is reddish- 
purple, glistening, soft and somewhat fluctuant. It appar- 
ently enters a canal which is lined with a smooth glistening 
membrane. Within the canal the cord is greyish-red with 
dark red mottling. The mass proper is dark red, dull and 
somewhat fluctuant. It cuts easily, revealing a dull homog- 
enous red-purple surface. 


SUMMARY 


A case report of torsion of the testicle in a 16- 
year-old boy is presented in detail and the classical 
signs and symptoms of this condition are reviewed. 
Familiarity with this condition and its early diag- 
nosis may enable the general practitioner to advise 
immediate operative intervention and so salvage 
these twisted testicles before orchidectomy is neces- 
sary. 


COMMENT 


A case of torsion of the testicle presenting the 
classical signs and symptoms has been presented. 
Unless the condition is recognized, diagnosed and 
surgical measures are instituted within a period of 
one hour from onset, the outcome is a destroyed 
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testicle. In the case cited general systemic signs 
were of little value, but most important were the 
local phenomena. The patient’s age and history will 
greatly facilitate a correct conclusion. However, no 
diagnosis is ever attained, simple as it may be, unless 
the physician is aware of the possibility. 
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CLINICAL EXPERIENCE WITH SULFI- 
SOXAZOLE (GANTRISIN®)* 


By Atva B. WEtR, Jr., M.D. 
Memphis, Tennessee 


A new sulfonamide drug, gantrisin® (sulfisoxa- 
zole; 3, 4-dimethyl-5-sulfanilamido-isoxazole; Nu- 
445) was first synthesized in 1942,' but it has only 
recently had extensive clinical use. It has been 
shown? to possess the clinical advantage, over other 
sulfonamide drugs, of being much more soluble in 
urine at the reaction range of pH 6.0 to 7.5. Studies 
in animals and in vitro? have indicated that its 
chemotherapeutic range of activity is approximately 
the same as that of sulfathiazole and sulfadiazine. 

Clinical reports*$ point to the efficacy of 
gantrisin® in several types of urinary tract infec- 
tions, especially those caused by Bacillus proteus 
and Bacillus coli. A few workers’ !° have demon- 
strated its value in other sulfonamide susceptible 
infections, for example: bacterial pneumonia, men- 
ingococcic meningitis, and erysipelas. 


METHOD 


Gantrisin® has been used by the Department of 
Medicine at John Gaston Hospital in the treatment 
of 70 patients. This group included 41 patients 
with pneumonia, 24 with urinary tract infections, 
and five classified as “miscellaneous infectious dis- 
eases.” 


*Received for publication April 23, 1950. 
*From the John Gaston Hospital and the University of Tennessee 
College of Medicine, Memphis, Tennessee. 


*Gantrisin® for this study was furnished by Hoffmann-La Roche, 
Inc., Nutley, New Jersey. 
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With the exception of a patient who was given 
gantrisin® diethanolamine intravenously because of 
vomiting, all patients received the drug orally either 
in the form of 0.5 gram tablets or a chocolate syrup 
preparation containing 1 gram per 10 cc. All pa- 
tients were adults and most received an initial dose 
of 2 to 4 grams followed by 1 gram every four 
hours. No other antibacterial drugs were admin- 
istered except to those who failed to have a good 
response to gantrisin.® No alkali was given and 
fluids were not forced. Pneumonia patients had pre- 
treatment routine studies consisting of a complete 
blood count, Gram’s stain of sputum smear, blood 
culture, and chest roentgenogram. Diagnosis of 
bacterial pneumonia was based on the clinical pic- 
ture, leukocyte count, and absence of significant 
titer to the cold agglutination test. Those with 
urinary tract infections had urine analysis, complete 
blood count, urine culture, and Gram’s stain of 
smeared urine sediment. All patients were followed 
with a daily urine analysis, leukocyte count every 
third day, determination of blood concentration of 
gantrisin® approximately on alternate days, plus 
interrogation and examination daily for evidence of 
toxic effects of the drug. Those with urinary tract 
infections had repeated urine cultures every three 
to seven days. 


RESULTS 


Pneumonia.—(Table 1) Of the 41 patients with 
bacterial pneumonia, five were classified as “un- 
successfully treated” because of failure of symptoms, 
fever, or pulmonary signs to improve on therapy, 
or the development of empyema after initiation of 
therapy. No patient died. The remainder of the 
patients (36 or 88 per cent) were “successfully 
treated.” Included in the latter group are three 
patients whose response was only fair and to those 
regimen penicillin was added to accelerate healing. 
The remainder (33) of the “successfully treated” 
group had a good or excellent response. 

In those with a good or excellent response, the 
average duration of fever after initiation of therapy 
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was 1.6 days. Twenty-six of those 33 were afebrile 
within 48 hours. The only complication of pneu- 
monia which developed during the illness was pleural 
effusion or empyema, encountered in eight of the 41. 
Five of those eight had definite evidence of pleural 
effusion prior to therapy, so that only three in- 
stances of mild pleural effusion can be said to have 
developed during therapy with gantrisin.® The 
single serious complication in the series of pneu- 
monia patients was in an elderly Negro man who 
nad been ill for 21 days before admission. Signs 
of moderate pleural effusion were present on ad- 
mission. Empyema developed, which later required 
decortication, and the patient recovered. He, of 
course, is classified as “unsuccessfully treated.” 


Urinary Tract Infections —Twenty-three patients 
were treated for urinary tract infections with 
gantrisin.® The results are shown in Table 2. In 
all patients except one, there was either a cure or 
improvement. In five of the six patients gaining 
improvement but no cure, there was a complicating 
circumstance, that is, nephrolithiasis, coma and in- 
dwelling catheter, terminal state, or urinary extra- 
vasation, which would tend to lessen the effect of 
any antibacterial drug. No such circumstance ob- 
tained in one of those with proteus infection who 
showed only “improvement,” nor in the patient with 
a pyocyaneus infection who had no response at all. 


Miscellaneous Infections.— These include two 
cases of bacillary dysentery, one of acute pharyn- 
gitis and acute bronchitis, one of lymphogranuloma 
venereum, and one of an acute febrile illness of 
undiagnosed etiology. The results in this group are 
shown in Table 3. 


BLOOD CONCENTRATIONS 


Determinations of blood concentrations of free 
gantrisin® were made approximately on alternate 


URINARY TRACT INFECTIONS 


Number 
Organism Patients Cures Improvement No Response 
BACTERIAL PNEU} 
oceania 1. Coli aerogenes 9 8 1 0 
2. Proteus, alone 
Total Unsuccessfully or mixed 8 4 4 0 
Successfully Treated Treated Deaths 3. Pyocyaneus slone 3 2 
Good or 
Excellent Fair 4. Undetermined gram 
Response Response negative bacillus 2 2 
41 33 3 5 (12 Per Cent) 0 5. Staph. aureus 2 1 1 0 
Table 1 Table 2 
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days, specimens being taken immediately before a 
dose of the drug, that is, four hours following an 
oral dose of one gram. No studies were done imme- 
diately after intravenous injections, which were 
rarely used in this series. The highest level attained 
four hours after an oral dose of one gram was 15.6 
mg. per 100 cc., the lowest, 1.9 mg. per 100 cc., and 
the average, 6.2 mg. per 100 cc. Previous studies 
by Svec, e¢ alii'!! have shown that 28 to 35 per cent 
of the total gantrisin® in both the blood and urine 
is in the conjugated form. Such studies were not 
done in our series nor was urine excretion studied. 
The latter has been well worked out in a large series 
of patients elsewhere.!! 


UNTOWARD EFFECTS 


Sixteen of the 71 patients had undesirable effects 
associated with administration of gantrisin,® but in 
only two were they of such significance as to neces- 
sitate discontinuance of the drug. One of these was 
a chronic alcoholic who had moderately severe noc- 
turnal disorientation early in the course of broncho- 
pneumonia while receiving gantrisin® A papular 
rash was associated. These were thought to be toxic 
effects of the drug, but alcoholic delirium was con- 
sidered to be a possible explanation. The other 
major toxic manifestations were anemia and neu- 
tropenia. The patient exhibiting this complication, 
a middle aged Negro woman, was subsequently 
found to have typical pernicious anemia. 


MISCELLANEOUS INFECTIOUS DISEASES 


Number 
Days 
Fever 


Overall 
Response 


Good 


Diagnosis 


(1) Bacillary 
dysentery 


Clinical Picture 


Elderly white female, anorexia, 1.5 
lominal cramps, diarrhea 

more than ten days with blood 

and mucus, fever to 102° F., 

abdominal tenderness, redden- 

ed, granular sigmoid mucosa, 

mucopurulent exudate. 


(2) Bacillary 


Excellent 
dysentery 


Nausea and vomiting, diarrhea, 3 
chill; diarrhea ceased in ng 
days after gantrisin® 

Two cultures showed Shigella 


sonnei before therapy. 


Headache, vomiting, chest 1.5 
pain, temperature to 105° F 
throat, leusocytosis of 


(3) Acute 


Excellent 
pharyngitis 


an 
bronchitis 
(4) Lympho- 


granuloma 
venereum 


Contact with proved case two 1 
weeks previously, enlarged 
tender inguinal nodes two 
days, chills and fever one day, 
fever to 104° F., small ulcer 

on vulva, prompt response in 
fever and adenopathy to gan- 
trisin.® 


Good 


(5) ? Young man, abrupt onset, 1 Excellent 
high fever, prostration, back 
pain, macular rash and WBC 


of 22,700. 
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Minor untoward effects are listed in Table 4. Of 
interest is the number of patients showing crystal- 
luria. It should be recalled that no attempt was 
made to force fluids and no alkali was given. For 
this reason, the average urine pH for all patients 
for the entire duration of their treatment, deter- 
mined on a daily random specimen, was only 5.5, 
and in 79 per cent the average was less than pH 6.0, 
At such a urine reaction range, crystalluria would 
be expected to be very prominent with other sul- 
fonamide drugs (for example, sulfadiazine at pH 6.8 
has approximately the same solubility as gantrisin® 
at pH 5.5, and at pH 6 gantrisin® has approxi- 
mately six times the solubility of sulfadiazine). 
Only six patients, for a total of nine patient days, 
showed crystalluria. 


DISCUSSION 


In spite of development of new, effective, and 
apparently safe antibiotics, the sulfonamides remain 
valuable antibacterial drugs. Especially is this true 
of those effective ones of low toxicity. Toxic effects 
of most serious consequence are those related to the 
kidneys, bone marrow, and skin. Reduction or 
elimination of any one of those groups of reactions 
without loss of efficacy represents an advancement 
in antibacterial therapy. Experience is not yet ex- 
tensive enough to compare gantrisin® with other 
sulfonamide drugs regarding skin and bone marrow 
effects, though as yet no serious toxic effects have 
been reported. Solubility studies and search for 
crystalluria in patients indicate that gantrisin® is 
considerably less likely to produce the renal com- 
plication of tubular or ureteral blockage. This ad- 
vantage exists without the inconvenience of alkali 
administration (important for cardiac patients) and 
forced fluids. This superiority should make gan- 


MINOR TOXIC EFFECTS 


Effect Number Patients Number Patient Days 
Microhematuria — 4 
Headache 1 
Toxic psychosis (D.T.?)-. 3 
Skin rash 3 
Neutropenia and anemia 1¢ Continued until 

Total 


*One patient, both effects. 
TOne patient, both effects. 
tPernicious anemia. 


Table 4 
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trisin® the choice sulfonamide in those infections 
in which it can be shown to be effective. Precise 
comparisons with other antibacterial agents as to 
rapidity of response, mortality rates, and so on, in 
yarious infectious diseases should await more ex- 
tensive use of gantrisin.® However, results in this 
series and others indicate that it is no less effective 
in sulfonamide-susceptible urinary tract infections, 
ordinary bacterial pneumonia, meningococcic men- 
ingitis, and perhaps bacillary dysentery, than is 
sulfadiazine. 


SUMMARY AND CONCLUSIONS 


(1) Gantrisin® (sulfisoxazole), a new sulfonam- 
ide drug of high solubility at low pH, was used in 
the treatment of 41 patients with bacterial pneu- 
monia, 24 with urinary tract infections, and five 
with “miscellaneous infectious diseases,’ and the 
results are tabulated. 


(2) Therapeutic results in this series and those 
previously reported are approximately the same as 
with sulfadiazine and sulfamerazine. 


(3) Gantrisin® seems to be the most effective 
drug now available for Proteus urinary tract in- 
fections. 


(4) Gantrisin® is probably the choice sulfo- 
namide drug for patients who should avoid alkali 
and for those in whom crystallization in the kidney 
might be particularly hazardous. 
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SPIES AND STONE: LOCAL APPLICATION OF CORTISONE 871 


THE EFFECT OF THE LOCAL APPLICATION 
OF SYNTHETIC CORTISONE ACETATE ON 
THE LESIONS OF IRITIS AND UVEITIS, OF 
ALLERGIC DERMATITIS, AND OF 
PSORIASIS* 


By Tom D. Spies, M.D. 
and 
Rosert E. Stone, M.D.* 
Birmingham, Alabama 


The effectiveness of synthetic cortisone acetate 
in ameliorating the symptoms of patients with rheu- 
matoid arthritis, psoriasis, and certain allergic condi- 
tions is well known.! 23456 No satisfactory hint as 
to the mechanism of its action has been proposed. 
Because of our desire to understand the pathogenesis 
of these conditions, we were led to set up certain 
studies concerned with the local application of this 
chemical substance in an attempt to gain informa- 
tion concerned with its reactions in the tissues. 
These studies show very dramatically that local im- 
provement in certain lesions occurs without any 
detectable systemic or general effect. For this study 
we arbitrarily selected six patients after they had 
failed to respond to the use of three distinct anti- 
histaminic substances. Two of these patients had 
rheumatoid arthritis with extensive and debilitating 
inflammatory reaction of the eyes; two had contact 
dermatitis; and two of them had psoriasis. After 
each of the patients had been given benadryl,® 
pyribenzamine,® and neohetramine® for a time with- 
out relief, we began to study the effect of the topical 
application of synthetic cortisone acetate. The re- 
sults are described in the representative case his- 
tories. 


Since the two cases of rheumatoid arthritis with 
associated iritis and uveitis were similar and since 
both responded similarly, only one of the cases will 
be described in detail. 


Case 1—J. M., a 21-year-old machine operator in a 
garment factory, was sent to the Nutrition Clinic by his 
physician so that we might try to relieve the intense pain 
and photophobia arising from the right eye and the swelling 
and pain of both knees and hips. 


*Received for publication August 26, 1950. 

*From the Department of Nutrition and Metabolism, Northwestern 
University Medical School, Chicago, Illinois, and the Nutrition Clinic, 
Hillman Hospital, Birmingham, Alabama. 

*This study was made possible by the Clayton Foundation for 
Research. 

*The cortisone acetate used in this study was obtained through the 
— of Dr. J. M. Carlisle, Merck and Co., Inc., Rahway, New 
ersey. 

+Clayton Foundation Fellow. 
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The family history was irrelevant. The patient denied 
any history of arthritis or of allergy in the family. 


The patient said that, except for the usual childhood 
diseases, he was in perfect health until he was 14 years of 
age, when “out of a clear sky” both knees began to hurt 
and to swell. The pain and swelling gradually subsided and 
he became free of symptoms for a year. At the end of this 
time the pain and swelling of the knees returned and both 
hips became painful. Gradually all involvement of the joints 
subsided and he remained free of symptoms for three vears 
before the knees and hips again became painful and re- 
mained so for twelve months. During this period of time 
he had heat therapy, “gold shots,” salicylates, penicillin, 
benadryl,® pyribenzamine® and neohetramine® without any 
relief of the stiffness, swelling or pain of the involved joints. 
Six months after treatment was discontinued the symptoms 
disappeared and did not return again until one year before 
he came to the Clinic. Ten days before he came to the 
Clinic his right eye began to itch. The next day it became 
red and so sensitive to light that he was forced to keep it 
covered. His physician prescribed various “eye drops” but 
none of them gave him relief. The pain was so intense that 
he had to give up his work. At this time he noticed that 
his knees and hips were again swollen and painful, although 
the pain in the eye was much more excruciating than that 
in the joints. He consulted his physician, who referred him 
to the Nutrition Clinic. 


Physical examination showed a well developed and well 
nourished young white man who kept his eyes covered. 
The general physical examination was negative except for 
the findings of the eyes, knees, and hips. Both eyes showed 
a severe and extensive injection of the conjunctivae. Photo- 
phobia and lacrimation were severe. Pupillary reaction was 
normal. He could not see anything out of the right eye 
because the pain in it was so acute. He could not hold it 
open where there was enough light to read. With great 
effort he could see a little out of his left eye. There was 
considerable swelling of both knees but more in the left 
than in the right. Both knees were tender to pressure and 
warm to touch. The quadriceps group of muscles in both 
legs was atrophic but those in the left were more involved 
than those in the right. There was moderate limitation of 
movement in both hips and both ankles were somewhat 
enlarged. 


The red blood cells were 5.06 million; white blood cells 
6,950; hemoglobin was 13.5 grams (89 per cent). Differ- 
ential count showed polymorphonuclear leukocytes 64 per 
cent; eosinophils 14 per cent; lymphocytes 20 per cent; 
monocytes 2 per cent; absolute eosinophil count 1,250; 
packed cell volume 41 per cent; and erythrocyte sedimenta- 
tion rate with correction 34 mm. per hour. Urinalysis 
showed the urine to be normal; blood sugar was 105 mg. 
per cent; blood uric acid 4.0 mg. per cent; nonprotein 
nitrogen 29.5 mg. per cent; cholesterol 125 mg. per cent; 
total serum protein 6.2 gm. per cent; albumin 4.4 gm. per 
cent; globulin 1.8 gm. per cent; and albumin-globulin ratio 
1.4/1. Blood pressure was 118/68. 


After the base line studies were completed, ophthalmic 
ointment* containing 25 mg. cortisone acetate per gram was 


*Cortisone ophthalmic ointment— 
0.025 gram cortisone acetate 
0.975 gram petrolatum (liquid petrolatum 25 per cent; white 
petrolatum 75 per cent) 


1.000 
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applied in the right eye every thirty minutes during the 
working hours each day for six days. In six days a total 
of 0.5 gram was applied. After the first day of therapy he 
had less pain in the eye and it was less injected. After the 
second day it was much less sensitive to light and there 
was a striking decrease in the injection. After the third 
day of therapy there was still less injection, pain and 
photophobia. On the fourth day of therapy the patient 
volunteered that he had no pain whatever in the eye and 
that it felt normal. By the next day, bright light caused no 
pain, squinting or lacrimation and the eye was clear. By 
the sixth day of therapy the eye appeared normal and the 
patient said that it felt normal. 

The application of cortisone ointment to the eye had no 
detectable effect on the involved joints. X-rays of the knees 
and hips showed the joints to be in the same condition as 
they were in prior to therapy and the measurement of the 
knees had not changed. Likewise, there was no change in 
the laboratory findings including the erythrocyte sedimenta- 
tion rate which remained essentially the same as it had 
been prior to treatment. 


Cases 3 and 4 were similar in that they had had 
articular disability at one time and that later they 
developed an allergic dermatitis. Case 3 had rheu- 
matoid arthritis and he responded to the injections 
of ACTH promptly as did Case 4 who had mild 
gout. The response of the allergic dermatitis to the 
application of cortisone acetate ointment was so 
similar in each of these cases that only Case 4 will 
be reported in detail. 


Case 4.—C. H., a 62-year-old car washer came to the 
Nutrition Clinic complaining of itching and burning of the 
palmar surfaces of both hands. The family history was 
irrelevant. 


He had been perfectly well until he was 56 years of age 
when he developed pellagra, nutritional macrocytic anemia, 
and a number of nutritional deficiency diseases. He re- 
sponded promptly to treatment with various vitamins and 
was in good health for six years. Then he suddenly de- 
veloped pain in the right shoulder, elbow, hand, hip and both 
knees. The pain had become progressively worse and two 
months after the onset, he was unable to raise his right arm 
above the level of the shoulder. Salicylates and heat therapy 
had given him no relief. The joints were more painful in 
the morning than at night and in cold damp weather the 
severity of the pain increased. 


When he came to the Nutrition Clinic seeking treatment 
for his joint pains, physical examination showed a well 
developed, well nourished man who obviously was in pain 
when he moved. The joints of the right shoulder, elbow 
and hand, and of both knees were tender to touch. The 
swelling of the right hand was so severe he could not close 
it and he could not raise the right arm above shoulder 
level. He could arise from a sitting position only with great 
difficulty. 

Laboratory examinations disclosed blood uric acid 6.10 
mg. per cent; nonprotein nitrogen 32.5 mg. per cent; 
cholesterol 222.2 mg. per cent; fasting blood sugar 122 mg. 
per cent; total serum protein 6.3 gm. per cent; albumin 3.7 
gm. per cent; globulin 2.6 gm. per cent; and albumin- 
globulin ratio 1.5/1. The red blood cells were 5.31 million; 
white blood cells 6,000; hemoglobin 13.6 gm. (88 per cent) ; 
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packed cell volume 44 per cent; mean corpuscular volume 
83; mean corpuscular hemoglobin 22.5; mean corpuscular 
hemoglobin concentration 31. Differential count showed 
polymorphonuclear leukocytes 68 per cent; eosinophils 1 
per cent; lymphocytes 23 per cent; monocytes 8 per cent. 
The erythrocyte sedimentation rate (corrected) varied be- 
tween 16 and 25 mm. per hour. 
A tentative diagnosis of mild gout was made. 


The patient was given a single injection of 50 mg. of 
ACTH intramuscularly. About a half hour after the injec- 
tion he volunteered that there was less pain in all the 
affected joints, and the swelling of the right hand had 
decreased. For the first time in three months he could 
raise his right hand above shoulder level. Twelve hours 
after the injection the pain and tenderness of the joints 
and the swelling of the right hand had disappeared. Four 
hours after the injection of ACTH the eosinophils had dis- 
appeared from the circulating blood and the differential 
count was: monocytes 3 per cent; band 1 per cent; lympho- 
cytes 22 per cent; polymorphonuclear leukocytes 73 per 
cent; juvenile 1 per cent. 

Six months after the injection of ACTH there had been 
no recurrence of pain or tenderness in any of the joints 
and during this time he had worked steadily. Then sud- 
denly, at a time when he was using a new type of “washing 
powder” in washing cars, the palms of both hands became 
cracked and scaly. They itched almost constantly and bled 
frequently. He was given benadryI® by mouth and 
benadry]® ointment to apply to the palms of his hands 
daily for 20 days but the lesions did not heal. This medica- 
tion was discontinued and a week later he was given pyri- 
benzamine® by mouth and pyribenzamine® cream to applv 
locally. At the end of two weeks there was no improvement 
in the palms of his hands. They were still itching, cracking, 
scaling and bleeding. All medication was discontinued for 
one week and then cortisone ointment* containing 5 mg. 
cortisone acetate per gram was applied to the palm of the 
left hand only, and a dressing was placed on this hand 
so that the ointment would not get on other parts of the 
body. 

Within 24 hours the itching of the left hand disappeared, 
and the lesions on this hand were less moist and less 
irritated than those on the right. After the daily application 
of cortisone ointment for six days the left hand had almost 
healed. By the twelfth day the left hand appeared normal 
whereas the right hand appeared about the same or perhaps 
a little worse. Treatment of the left hand with cortisone 
ointment was discontinued at this time and for a week 
no treatment of any kind was given. He then was given 
pyribenzamine® cream to apply to both palms. Within a 
week the lesions of the left hand were as severe as those on 
the right. Pyribenzamine® cream was discontinued and 
a week later cortisone ointment was applied to the right 
palm only. Three days later healing of the lesions on this 
hand had begun whereas those on the left hand had in- 
creased in severity. After ten days more of daily applica- 
tions of cortisone acetate ointment to the right hand it was 
difficult to see that anything had been wrong with the 
palmar surface of this hand. 


*Cortisone skin ointment— 
0.005 gram cortisone acetate 
0.566 gram carbowax 
0.224 gram distilled water 
0.205 gram zinc stearate 
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All the laboratory findings following therapy with corti- 
sone ointment were essentially the same as they had been 
preceding treatment. 


It is of general interest that the patient has not had any 
signs or symptoms of gout since the injection of ACTH, 
thirteen months previously. 


Cases 5 and 6 are two men with typical chronic 
psoriasis of many years duration. Since they both 
responded similarly to the injection of cortisone and 
later to the local application of cortisone ointment, 
only Case 6 will be reported in detail. 


Case 6.—E. W., a 39-year-old white bulldozer operator 
came to the Nutrition Clinic complaining of “skin trouble” 
of 15 years duration. 


There was no history of psoriasis or any other chronic 
skin disease in the family except eczema in a grandchild. 


Early in the course of his illness a diagnosis of psoriasis 
had been made by the family physician. Treatment with 
various ointments had not had any pronounced effect on 
the lesions. In general, the lesions tended to persist and 
to spread gradually. He stated that at one time or another 
almost all regions of his body had been involved. During 
the summer months the severity of the lesions subsided 
slightly and became worse during the winter. Varying 
degrees of itching, burning and stinging were related to 
the use of soap and water in bathing. His only other 
symptom was occasional transient aching of the shoulder 
and hip joints. 


Physical examination showed typical psoriatic dermatitis 
of the scalp and face with lesions varying in size from 1 
to 12 or 14 cm. in diameter. Many lesions were scattered 
over all regions of the trunk and extremities. The typical 
lesion was a dry, slightly elevated flat area with a white 
scaling surface upon a deeply pink base. The lesions were 
somewhat indurated and very sharply demarcated from the 
normal skin. Some larger lesions were distributed over the 
extremities, the surface of the elbows and the knees and 
legs. The scalp was dry and crusting up to and just beyond 
the hairline. The face, particularly in the malar regions, was 
rather hyperemic, appeared mildly irritated, was slightly 
tender and bled easily. Most of the finger nails were 
thickened, ridged and pitted. There were no definite physi- 
cal signs related to the joints and otherwise he appeared 
healthy. 


The red blood cell count was 5.34 million; white cell, 
8,400; hemoglobin 15.9 grams (103 per cent). Differential 
count showed: polymorphonuclear leukocytes 79 per cent; 
eosinophils 3 per cent and lymphocytes 18 per cent. The 
erythrocyte sedimentation rate with correction was 2 mm. 
per hour. Blood uric acid was 5.3 mg. per cent and 
cholesterol 218. 


The blood pressure was 112/68 and pulse 68. 


X-rays of the fingers, hands, wrists, feet, ankles and 
knees showed nothing remarkable. 


He was under observation in the Nutrition Clinic for the 
greater part of a year during which time he was seen at 
frequent intervals while he was being given placebos. Then 
he was given 25 mg. of neohetramine® orally three times 
daily for two weeks without any change in the lesions. 
Then, 50 mg. of benadry]® was given orally three times 
daily for two weeks without change in the lesions. For 
the following two weeks no treatment of any kind was 
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given. Fifty mg. of pyribenzamine® then was given orally 
three times daily for two weeks and during this time the 
lesions did not change. While he was taking benadry]l® 
orally 2 per cent benadryl® ointment was applied to the 
lesions and a 2 per cent pyribenzamine® ointment was 
applied while he was taking pyribenzamine® by mouth. 
Throughout this period there was no significant change in 
his skin except during the warm months when the lesions 
were less severe. 

Treatment with cortisone was begun at a time when the 
lesions were essentially the same as described above, perhaps 
a little more irritated and somewhat larger. During seven 
days he received a total of 1,200 mg. of cortisone acetate 
intramuscularly; an initial dose of 300 mg. and thereafter 
150 mg. daily for six days. Within three days there was 
considerable relief from the itching, burning and stinging 
related to the use of soap and water in bathing and in 
shaving. By this time his face appeared less intensely red 
and the lesions appeared less irritated. By the end of the 
course of cortisone there was less discomfort, particularly 
of the lesions over the joints, less induration and scaling of 
all the lesions, and they all appeared less thick than they 
had prior to treatment. Three weeks after injections of 
cortisone were terminated the lesions were still healing. 
There was no scaling or irritation of the lesions in the 
scalp and all the other lesions had subsided further. In 
the central zones of the large lesions there were islands of 
skin which now appeared normal. The fourth week after 
the injections were discontinued he had stinging sensations 
of the lesions occasionally after bathing, although there 
were no objective signs of relapse. At the end of this time 
a second course of cortisone injections was started. He 
received 50 mg. daily intramuscularly for six days. The 
burning and itching of the lesions disappeared during this 
period. Clearing of the lesions continued slowly and al- 
though no significant relapse could be detected, a third 
course of treatment was begun eight weeks following the 
initial course. This time a total of 375 mg. was given intra- 
muscularly as follows: 100 mg. daily for three days; 50 
mg. one day and 25 mg. one day. From the time cortisone 
therapy was initiated to the end of the third period of 
injections, it was estimated that the lesions had subsided 
from 70 to 95 per cent. The most pronounced clearing was 
in the scalp lesions and the surfaces of the elbows. The 
laboratory findings throughout this time remained essentially 
the same. 


He was practically free of symptoms for four weeks after 
therapy was discontinued, then itching, burning and stinging 
of the lesions began and within a few days increased 
thickening, scaling and redness were observed. Two weeks 
later the lesions appeared to be as severe as they had been 
prior to the first period of cortisone therapy. 


It was decided to study the effect of cortisone acetate 
ointment on one of the lesion; only. A lesion 3 by 2 cm. 
just below the left knee was selected arbitrarily and to it 
cortisone ointment containing 5 mg. of cortisone acetate 
per gram was applied twice daily. On the third day of 
therapy there was considerably less itching of this lesion 
and on the following day the itching disappeared. By the 
sixth day of therapy the erythema of the treated lesion 
had decreased considerably and there was less scaling and 
induration. Two days later this lesion was only slightly 
pink, there was very little scaling and the thickening had 
decreased. After 24 days this lesion showed as much healing 
as had followed cortisone injections, whereas, the other 
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untreated lesions were unchanged or had become mor 
severe. 


SUMMARY AND CONCLUSIONS 


The local application of cortisone acetate by suit- 
able methods in persons with iritis and uveitis and 
with allergic dermatitis and with chronic psoriasis 
has been shown to be efficacious. It is of great 
importance in understanding the pathogenesis of 
these conditions to know that it could be effective 
without any measurable change in other lesions of 
the body. 


From these and other observations it appears that 
the current conceptions of the action of cortisone 
are oversimplified with the result that serious re 
strictions are placed on our day-to-day thinking. 

These results support our working hypothesis that 
cortisone plays a fundamental role in the enzymatic 
processes of all cells, thus offering intriguing oppor- 
tunities for practical therapeutic application. 
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THE CONSERVATIVE TERMINATION OF 
PREGNANCY VERSUS CESAREAN SECTION 
FOR SEVERE PREECLAMPSIA AND 
ECLAMPSIA* 


By HerMAN W. Jounson, M.D. 
and 
Joseru L. Spezia, M.D. 
Houston, Texas 


This incomplete study was undertaken for several 
reasons. The Maternity Division of St. Joseph's 
Infirmary has for a number of years invited some 
outstanding obstetrician to visit the institution for 


*Read in Section on Obstetrics, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell- Kenton County M 
Society of Northern Kentucky, held in Cincinnati, November 1+17, 
1949, 


*From the Department of Obstetrics, Baylor University College of 
Medicine, and the Maternity Division of St. Joseph’s Infirmary. 
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the purpose of reviewing the records and then to 
make such comments and constructive criticisms as 
appear to him to be warranted. The visitor for 1948 
said very emphatically that the incidence of 2.1 
per cent for cesarean sections was too low and out 
of line with present day obstetrics, and this, not- 
withstanding that for the 6,592 deliveries effected 
that year, there was an uncorrected fetal mortality 
of 1.98 per cent and a maternal mortality for such 
deliveries of 0.03 per cent. The visitor did not say 
in which group of abnormal obstetrics the number 
of sections should be increased, or whether such in- 
crease should be made through a general spread by 
liberalizing the indications for section. Another 
reason for this study was the fact that our residents 
who had served in other maternities had the feeling 
that there was, in different localities, a considerable 
variation in the manner of handling the toxemic 
patient, especially in reference to surgery. 

Realizing the increasing tendency at St. Joseph’s 
Maternity toward the ultraconservative or non- 
operative handling of this group of patients, it 
seemed desirable to check with other institutions in 
an effort to determine whether or not the lack of 
surgery was resulting in too great a fetal loss. Also, 
we thought it would be interesting to find out how 
much truth, if any, there was in the statements of 
various residents that “They don’t do that at such 
and such a place.” There was still another point of 
interest in which this study might shed some light. 
Where the percentage of surgery is increased it is 
generally done so because the “cervix is long and 
rigid, unsuitable for induction.” It seemed pertinent 
to determine whether or not these cervices had a 
geographic distribution. Details on this point are 
lacking. At St. Joseph’s Maternity there are some 
staff members who regard this type of cervix as 
being unripe, but notwithstanding its structural 
challenge, after amniotomy and with the onset of 
labor, it will efface and dilate in response to strong 
and coordinated uterine contractions. We now sel- 
dom regard such a cervix to be an indication for 
delivery by the abdominal route. However, that 
type of cervix is not wholly disregarded, for in the 
termination of pregnancy in the toxemic patient, the 
degree of prematurity of the infant may make the 
latter’s safety better served by cesarean section 
delivery. 

Requests were made of the obstetricians-in-chief 
of several widely separated maternities for such 
pertinent data as would permit a comparative study, 
especially with reference to major surgery. All con- 
tacted hospitals are connected with medical colleges, 
and all are thoroughly accredited for graduate train- 
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ing. No reply, obstetrical or otherwise, was received 
from one maternity “Northeast” which has an his- 
torical prominence. Now that it is known how 
presumptuous, even preposterous, the request for 
the desired data was, apology is quickly offered. 
At the time the request was made, it was thought 
that the well known conservatism of the locality 
would be reflected in obstetrics and that the “Deep 
Southwest” would have a noble ally which might 
turn the tide in favor of conservatism. 


In order to simplify the study, the requested data 
were limited to the manner of termination of preg- 
nancy: (1) spontaneous, (2) induction, medical or 
amniotomy, and (3) radical or surgical. The fetal 
loss and maternal mortality as expressed in number 
of cases and percentages were requested for each 
method. (Where abortions were a part of the data 
furnished, these cases have been eliminated but all 
prematures were retained as a part of the compara- 
tive study.) 


From the information received, it immediately 
became obvious that, while there is uniformity in 
the annual reports of hospitals, details of much of 
the material desired were lacking or meager. This 
was especially true of the method of induction. Such 
information is no doubt on the charts but to uncover 
it involves an untold amount of work as was dis- 
covered at St. Joseph’s. As a consequence, there 
is little comparative information as to the desira- 
bility of increasing the percentage termination of 
toxemic pregnancy by an increasing number of 
amniotomies. 


In order not to become involved in a maze of 
detail such as the reason for major surgery in any 
given case, at St. Joseph’s, it was thought that the 
statement “not done for toxemia per se” could be 
ignored. If the case were classified as one of toxemia 
and sectioned, it was so credited. Due to the wide 
distribution of cases, it was thought that such com- 
plicating factors as toxemia superimposed on hyper- 
tensive conditions, fetopelvic disproportion, tumors, 
premature separation, former section, and so on, 
would be quite constant in the various localities and 
therefore could be ignored. Also in the compilation 
of the fetal mortality it was assumed that there 
would be a constant factor in that all the maternities 
concerned have excellent and no doubt uniform fa- 
cilities for the care of the premature infant. Further- 
more, it could be assumed that the inclusion of fetal 
anomalies, deaths in utero, and so on, would be a 
constant factor. 


Before proceeding to the tables, the writers wish 
to express their thanks for the hearty cooperation 


a 
. 
t 
C 
i 
ike 
4 
in 
h’s 
me 
for 
M1, 
of 
va 
» 


876 


of the several maternities. It was soon realized that 
the request for this data constituted somewhat of 
an infringement and this in addition to the great 
amount of work involved. It also became apparent 
that the possibility of error was great especially in 
view of the fact that the writers are definitely not 
statisticians; so because of the well-known fact that 
statistical errors once in print are uncorrectable, it 
was decided to use a geographical designation in- 
stead of the name of the hospital supplying the data. 
The tables in which the method of termination is 
shown with the fetal and maternal mortality rates 
are self-explanatory. Emphasis has been placed on 
the percentage of major surgery. 


TABLES 


In Table 1, the total maternal mortality was given 
but figures were not given upon the number lost in 
each three methods of termination. 

In Table 2, “Other Operations” refers to terminal 
obstetrical operations. The method of termination, 
spontaneous or induced was not stated. Being in 
the toxemia group, the number had to be included in 
order to calculate the fetal and maternal mortality. 

Table 3 is of special interest as it represents ex- 
cellence in prenatal, delivery and postpartum care. 
Of 1,072 toxemic patients, only 15 suffered eclamptic 
seizures. 

Table 4 shows that amniotomy was done in 65 
per cent of the cases induced. 


“NORTH CENTRAL AREA,” TOXEMIAS WHICH INCLUDE 112 


ECLAMPTICS 

Maternal 
Method of Cases Fetal Mortality Mortality 
Termination No. PerCent No. PerCent No. Per Cent 
Spontaneous _. 4,013 76.0 140 3.5 
Induced —.. 686 13.0 60 6.7 
Major surgery 581 11.0 46 7.9 
5,280 100 246 4.66 17 .03 
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Table 5 represents a very conservative area but 
the “off year” period covered shows the number of 
cases “too small to be of statistical value.” 

Table 6 gives the percentage of major surgery 
used in the several areas. In 10,275 toxemic pa- 
tients, there was a fetal mortality rate of 5.62 per 
cent and a maternal mortality rate of 0.03 per cent, 


“NORTH-SOUTH AREA,” TOXEMIAS WHICH INCLUDE 15 


ECLAMPTICS 

Maternal 
Method of Cases Fetal Mortality Mortality 
Termination No. PerCent No. PerCent No.  PerCent 
Spontaneous __. 788 73.5 47 5.9 0 0.00 
Induced ~~~. 179 16.6 8 4.7 1 0.06 
Major surgery. 105 9.8 12 11.4 1 0.10 
TEE, wttinnitens 1,072 100 67 6.2 2 0.02 


Table 3 


“DEEP SOUTHWEST AREA,” TOXEMIAS WHICH INCLUDE 61 


ECLAMPTICS 

Maternal 
Method of Cases Fetal Mortality Mortality 
Termination No. PerCent No. PerCent No.  PerCent 
Spontaneous ...- 649 62.7 21 3.23 2 0.03 
Induced —. 329 31.8 11 3.34 1 0.03 
Major surgery_ 57 5.5 4 7.01 0 0.00 
100 36 3.5 3 0.03 


(Induced by amniotomy, 216 cases or 65 per cent of those induced) 


Table 4 


“DEEP SOUTH en” TOXEMIAS WHICH INCLUDE 12 


CLAMPTICS 

Maternal 
Method of Cases Fetal Mortality Mortality 
Termination No. PerCent No. PerCent No. Per Cent 
Conservative 294 95.15 26 8.8 3 1.02 
Major surgery_. 15 4.85 2 13.3 0 0.00 
ce 309 100 28 9.06 3 0.097 


*Whether labor began spontaneously or was induced is not stated. 


Table 1 


Table 5 


“NORTHEASTERN AREA,” TOXEMIAS WHICH INCLUDE 85 
ECLAMPTICS 


COMPOSITE OF ALL AREAS INCLUDING 385 ECLAMPTICS 


Fetal Maternal Major 
Method of Cases Fetal Mortality Mortality j : 
Termination No. PerCent No. PerCent No. PerCent North Central _. 5,280 246 4.66 17 0.03 11.0 
Spontaneous _. 1,620 62.18 95 5.2 0 0.00 Northeastern _.. 2,579 210 7.8 2 0.008 6.51 
Induced _.... 26 1.09 4 11.0 0 0.00 North-South —.. 1,072 7 6.2 2 0.02 9.8 
Other operations 765 29.66 88 11.0 1 0.01 Deep Southwest . 1,035 36 3.5 3 0.03 5.5 
Major surgery. 168 6.51 14 8.3 1 0.06 Deep South _..... 309 28 9.06 3 0.10 4.85 
2,579 100 201 7.8 2 0.008 5.62 27 0.03 
Table 2 Table 6 
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The tables indicate that there is quite a difference 
in methods of terminating toxemic pregnancies in 
the various sections of the United States, especially 
in reference to the use of major surgery. However, 
the results as expressed in fetal and maternal mor- 
tality rates are fairly uniform. One maternity, from 
which St. Joseph’s now has a resident, exactly dou- 
bles St. Joseph’s incidence of major surgery, but 
the fetal and maternal mortality rates are about 
equal. Another maternity from which St. Joseph’s 
currently has a resident, uses 1.18 times more sur- 
gery and has a greater fetal mortality rate but its 
maternal mortality rate is markedly less. Also in 
another instance 1.8 times as much surgery is used 
and the fetal mortality is greater with an equal 
maternal mortality rate. Therefore, the tables indi- 
cate, if too many errors have not been made in them, 
that increasing the major surgery sometimes fails to 
give a corresponding decrease in fetal mortality. In 
two maternities included in this study, the percent- 
age of surgery with the fetal mortality, for an earlier 
five-year period, was calculated. After a lapse of 
approximately ten years, the ensuing five-year period 
was again calculated as to the percentage of surgery 
with fetal mortality. In the later period, one ma- 
ternity with the increased use of surgery slightly 
bettered its fetal mortality. The other, during the 
later five-year period, with a proportionately greater 
use of surgery worsened the fetal loss. Increasing 
the amount of major surgery might have another 
disadvantage. As is well known, pregnancy toxemia 
occurs with much greater frequency in the primi- 
gravida than it does in subsequent pregnancies. In- 
creasing the number of cesarean sections in these 
first pregnancies might possibly give a lower fetal 
mortality but the patient even so slightly handi- 
capped might end her childbearing period with fewer 
children than she would have, had she not been 
saddled with such a handicap. In these cases the 
results would be apparent but temporary and not 
real in the long run. From the tables, there appears 
to be no mandate to the “Deep Southwest” to in- 
crease the percentage number of sections in this 
group of cases. Neither is there such a discrepancy 
in results as to warrant any criticism of those ma- 
ternities where in their good judgment a more liberal 
use of surgery seems warranted. 

The assembled data showed that the “Northeast 
Area” had a percentage of postpartum eclampsia 
of only 30, whereas the “Deep Southwest” had a 
percentage of 52.4; this would indicate that the staff 
of the “Deep Southwest” is very deficient in methods 
of delivery or of early postpartum care which pro- 
tects the preeclamptic against postpartum eclamp- 
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sia. In this series of 10,275 total toxemic patients 
representing approximately 138,000 deliveries, there 
were 385 cases of eclampsia. The maternal mor- 
tality in eclampsia has not been stressed as it is 
thought to be of slight significance. It ranged from 
6.6 down to 1.2 per cent. If a hospital staff were 
efficient enough to prevent all but one preeclamptic 
from becoming eclamptic and then that patient was 
lost, the hospital’s eclampsia mortality would be 100 
per cent. It seems of significance only when in- 
cluded in the total number of cases treated as is 
stated in the tables. However, if there were no 
contributory responsibility on the part of the patient 
and all pregnancies had the advantage of adequate 
prenatal care and adequate and proper care during 
labor and delivery, then the incidence of eclampsia, 
ante, intra and post partum, might be a measuring 
stick as to the abilities of the obstetrical staff. Fur- 
thermore, from this relatively large number of tox- 
emic cases, it may be said that pregnancy toxemia 
is fast losing the horrors of the past. Good prenatal 
care has reduced the total number of cases and has 
prevented the mild case from becoming severe. The 
severe case has been prevented from becoming 
eclamptic by “absolute bedrest,” sedation, and ter- 
mination of the pregnancy when indicated. The im- 
proved results in the eclamptic patient have been 
brought about by the fairly uniform method of 
treatment in which individualization is the main 
item with the elimination of all shock-producing 
factors. Perhaps now with the maternal mortality 
in toxemia almost nil, more and more effort should 
be made in the avoidance of its residual and pre- 
cipitating effects. 


DISCUSSION (Abstract) 


Dr. C. H. Mauzy, Winston-Salem, N. C_—We at the Bow- 
man Gray School of Medicine, and certainly our good 
friends at Duke, having just heard Dr. Creadick’s paper, 
are definitely opposed to any radical treatment of toxemia, 
and we have always taught our students that except in 
very rare cases it has no place in the management of toxemia 
per se. 

Our over-all incidence of cesarean section is approximately 
3 per cent. I would estimate that our radical treatment 
runs around 5 per cent. We have only white patients in 
our hospital and approximately two-thirds of these are 
private cases. 

We have a great deal of respect for the long, undilated 
and uneffaced cervix when faced with the problem of de- 
livery. Often some of our severest toxemia occurs in the 
young primipara at approximately 32 to 36 weeks gestation. 
It is in these individuals that we find an unfavorable cervix. 
We do not believe that these patients can be carried many 
days after we have initiated conservative treatment, because 
of the strong possibility of permanent residual kidney 
damage. 
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Several years ago, with some fear and trembling, we 
decided to proceed with minute doses of pitocin® as a 
means of inducing labor. We hope to report this study later. 
Briefly the technic was as follows: the patient was placed 
in our labor room and was under constant observation by 
a member of the house staff. The patient was started on 
one-fourth minim of pitocin® and watched carefully for 
uterine contractions. If contractions did not occur the 
pitocin® was repeated again in 15 minutes to one-half an 
hour in the same dosage or increasing to one-half minim. 
Fetal heart and blood pressure were recorded every 10 
minutes and once contractions were initiated they were 
recorded as to frequency, intensity and duration. We then 
attempted to keep the contractions going by repeating the 
smallest dose necessary. I do not want to be misunderstood. 
We never carried any single dose above 1 minim and 
usually our total dosage ranged from 2 to 4 minims. 

The procedure was usually carried for a period of three 
or four hours and if labor was not initiated the patient was 
returned to her room. The following day the procedure was 
repeated, and if necessary repeated for several more days. 
Quite a few of our patients did not go into labor, but it 
was a fairly constant finding that the cervix had become 
favorable or, as we like to call it, “ripe.” Amniotomy was 
then done and labor initiated. 

We have done this procedure in a number of expected 
premature infants, and it has been our impression that 
cesarean section cannot compare with vaginal delivery in 
regard to fetal salvage of the premature infant. 

I should like to call your attention to a serious complica- 
tion of toxemia which may force one to use the radical 
termination. Dr. Donnelly and I, several years ago, pre- 
sented a paper at the South Atlantic meeting of Obstetricians 
and Gynecologists on oliguria and anuria in toxemia. This 
was recently published in the American Journal of Obstetrics 
and Gynecology. We concluded from our study that when 
oliguria and anuria arose it became mandatory to terminate 
pregnancy. We based this upon the fact that the pathologic 
process which is occurring in the kidney in the early stages 
is reversible, but if a time interval is allowed to elapse, it 
may become irreversible and prove fatal to the patient. 
Therefore, when this condition arises and things are not 
favorable for immediate delivery from below, we have re- 
sorted to cesarean sections. These cases are rare, and we 
have not done many. 


Dr. Leo J. Hartnett, St. Louis, Mo—Eclampsia and 
severe preeclampsia have never ceased to be a formidable 
disease in spite of the voluminous reports in the literature 
of ceaseless work of many investigators. At the present we 
have two means of following the progress of the toxemia. 
First, there is the condition of the patient as she is seen 
from the standpoint of physical findings. Hypertension, 
edema, if present, urinary output and subjective symptoms 
give the obstetrician clues as to the progress of the disease. 
These observations must be almost constant, but at best 
represent damage which has already been done, and do not 
represent the damage taking place at the time. In other 
words, there is a certain “lag” period between damage to 
the organism and evidence of its effect. 

The other means of observing the patient is by laboratory 
examination. Here again many of these tests give us an 
idea only of the damage which has already occurred. Protein 
determination and microscopic examination are examples of 
this. Other tests, however, will give information of a more 
current nature. Uric acid clearance and the carbon dioxide 


SOUTHERN MEDICAL JOURNAL 


October 1950 


combining powers are good illustrations. For these we are 
dependent upon an efficient laboratory. Reports which are 
delayed either because of inefficiency or neglect put the 
obstetrician further behind the patient’s present condition, 


In my own experience and observation of the experience of 
others there is an optimum time which varies in length, 
wherein the best interests of mother and baby can be served 
by the interruption of pregnancy in those instances wherein 
the conservative treatment has been noneffective. Delay 
at this point endangers the life of the baby and the future 
health, at least, of the mother. Fortunately, in almost every 
instance eclampsia and severe preeclampsia occur in a 
mother who has reached the viable stage of her pregnancy. 
At this point the condition of the cervix should give us the 
answer. The “unripe” cervix would indicate a minimal 
chance of inducing labor within a reasonable period and 
when in doubt induction should be attempted. Cesarean 
section, if accomplished during the “optimum period” in 
such instances appears indicated and the results have been 
gratifying. 

During the past four years there have been 4,229 de- 
liveries at St. Louis City Hospital. Out of this number 
there have been 11 eclamptic patients and 106 preeclamptic 
patients. All of these were treated by routine conservatism. 
None was treated by cesarean section for the toxemia al- 
though 6 cesarean sections were performed among the pre- 
eclamptic group for other conditions, such as cephalopelvic 
disproportion, placenta previa and premature separation of 
the placenta. The maternal mortality for both groups was 
zero. Among the eclampsia group there were four still- 
births. All of these entered the hospital with normal fetal 
heart tones. These babies might have been delivered alive 
if the principles of the “optimum time” were applied. It 
seems that conservatism can be carried too far. 


From all the information we have and from the con- 
clusion of Dr. Johnson’s excellent report it appears that 
every effort should be made to avoid routine “radical con- 
servatism” or major surgery in the treatment of severe pre- 
eclampsia and eclampsia, and each patient should be evalu- 
ated separately. 


Dr. J. Hofbauer, Cincinnati, O—Bearing in mind that 
intelligent management of any disorder is based upon con- 
trolling knowledge of the underlying mechanism, I take the 
liberty of presenting a condensed report concerning a com- 
pletely new approach to the perennial problem which has 
defied innumerable attempts at its solution. Hypertension 
as the prominent feature of late toxemia is viewed as the 
result of a functional derangement of a specific hemody- 
namic mechanism concerned with the maintenance of the 
blood pressure equilibrium in the normal pregnant organism. 
The balanced opposition of contrary vasotropic stimuli is 
characterized by changes intrinsically due to gestation. The 
heightened activities of the adrenal cortex and of the pre- 
pituitary basophils, combined with the markedly increased 
responsiveness of the arterioles in regard to the pressor 
principle of the hypophysis on the one hand, and the vaso- 
depressor effect of placental acetylcholine on the other, 
represent the main opposing forces. 

According to our recent studies recorded in a forthcoming 
communication, the arterioles of the pregnant organism are 
subject to the influence of the additional production of 
adrenalin and noradrenalin in a pelvic sympathetic node, 
first described by Frankenhiuser, situated lateral to the 
uterine cervix and the upper vagina. Histologically the 
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structure consists of large ganglion cells and smaller poly- 
gonal elements with a distinct staining affinity to bichromate 
salts and a characteristic arrangement in the periphery of 
the ganglion. 

Occupying a position upon the posterior aspect of Macken- 
rodt’s ligament, the Frankenhauser ganglion is protected 
against trauma. When pregnancy supervenes, the ganglion 
markedly increases in size, chiefly due to the multiplication 
of the polygonal cells whose adrenalin granules stain deeply. 
At term, the number of these chromaffin cells may be seven 
times the original count. Experimental evidence and clinical 
observation incident to the removal of pleochromocytoma 
revealed that slight massage or trauma may cause the libera- 
tion and outpouring of adrenalin from the newly formed 
chromaffine tissue. As a corollary as the result of the ascent 
of the uterus from the pelvis and the enlargement of the 
lower uterine segment during gestation, the cervical ganglia 
are exposed to tension and pressure, which is intensified 
with the descent of the fetal head. These data offer the 
basis for the explanation of the higher incidence of toxemia 
in primiparae, twin pregnancy and hydramnios. The salutary 
effect of rupturing the membranes upon the course of pre- 
eclampsia is, also, obvious. 

Nature’s purpose in providing an accessory adrenal med- 
ulla may be seen in the necessity of supplying adrenalin 
for keeping the pregnant uterus in a state of quiescence. 


Dr. Johnson (closing) —I have nothing further to say. 
The paper was on the conservative versus surgical termina- 
tion of pregnancy, and not on the etiology of toxemia. 


CONTROVERSIAL ISSUES IN BREECH 
PRESENTATION* 


By V. Warp, M.D. 
and 
Tuomas BENTON SELLERS, M.D. 
New Orleans, Louisiana 


The breech particularly demands attention because 
of its frequency and the accompanying high fetal 
mortality. Despite the new developments in medi- 
cine, particularly the blood stream antiseptics, and 
our increased knowledge of physiology, none of these 
has served to reduce significantly the annual infant 
death rate of 13,000 breeches in this country. Of 
course, such new developments help support mother 
and infant. Moreover, cesarean section properly 
and intelligently used is an important factor in the 
difficult breech case. Still it remains true that in the 
handling of few other types of cases in all obstetrics 
have judgment and technical ability so important a 
place as in the handling of the breech. Therefore in 
this paper we stress the controversial issues in the 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 


Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949, 
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management of these cases, so that we may make 
clear our own decisions in technic. 


A survey of the literature (English) of the last 
decade reveals the fact that opinion is widely divided 
upon many aspects of managing the patient with this 
presentation. We also offer certain major con- 
clusions based upon a review of the breech deliveries 
at the Southern Baptist Hospital in New Orleans 
for the past several years. 


Etiology.—The first controversial subject to be 
considered is the etiology of the breech. All authors 
agree that twins and prematurity play a part in 
increasing the incidence. Tompkins*? considers that 
multiparity, hereditary tendency, polyhydramnios, 
and elderly primiparity are possible factors. He sug- 
gests that extension of the legs is a causative rather 
than a resulting factor. Others agree with the 
fatalistic attitude of Schuman, who, in discussing 
Mohler’s paper,?? declares, 

“I am firmly convinced that in the greater number of 
cases the cause of breech presentation is purely accidental.” 


Vartan,** on the other hand, feels that 37 per 
cent are caused by extended legs with the failure of 
the fetus to adopt an attitude of flexion, rather than 
by pelvic anomaly. This, however, is opposed by 
Patton and Mussey’s positive statement?> that “the 
chances of a second breech presentation are nearly 
four times the chance of the first one.” 


It is our observation that the breech accompanies 
twinning and prematurity, and that certain other 
factors, such as multiparity and polyhydramnios, 
possibly play a part. The major cause of the mature 
single breech, however, is as yet unestablished. 


Mortality Rate.—Until more standardized sta- 
tistical methods are used, we shall continue to read 
of controversy over the danger inherent in the 
breech, and even over its incidence. Reports in the 
last ten years reveal incidences varying from as low 
as 2.8 per cent, as reported by Moore?’ and Mayer,!® 
to 6.7 per cent, which is Hinsen’s'> figure, with an 
average of 4.4 per cent from all the literature. Since 
the definition of an obstetrical birth is still not 
uniform, we have used a fetal weight of 1,000 grams 
(2 pounds, 3 ounces) as a birth standard. Our 
Baptist Hospital series represents 469 breech de- 
liveries in 13,586 deliveries, or an incidence of 3.5 
per cent. 

Lack of standardization of the definition of a 
birth plays its part in widening the range of the 
total breech mortality, which varies from 8 per 
cent as reported by Rosenfeld,?? to 34 per cent as 
reported by MacAfee and McClure.!” In our series 
the total mortality is 11.7 per cent, using the above 
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birth standard and including all stillborns and neo- 
natal deaths up to the time of discharge from the 
hospital. 

The correction factors which are used to eliminate 
certain deaths in determining the corrected mortality 
are most variable in the literature. They fall into 
two classes. First are those which rule out only 
those cases which could not conceivably have been 
saved, such as macerates and congenital anomalies 
incompatible with continued life. On the other hand, 
other factors are introduced when the writer wishes 
to demonstrate the danger intrinsic in the breech 
itself, thus ruling out all cases with maternal com- 
plications and fetal deaths not absolutely attribut- 
able to the breech extraction; and the resulting 
figure accordingly shows the percentage of infants 
who fail to survive because of the rigors of breech 
delivery (Tompkins*®). 

We have found the former type of correction 
more sound, and have excluded in our corrected mor- 
tality only those cases with no fetal heart tones on 
admission and with abnormalities incompatible with 
life. The resulting corrected mortality for infants 
weighing 1,000 grams or more, all breech births, is, 
in our series, 32 deaths, or 6.8 per cent. The cor- 
rected figure on all full-term breeches is 12, or 3 
per cent. 


Corrected mortality in the literature varies from 
less than 1 per cent to 10 per cent, and, didactic as 
it seems, we should like to emphasize again that 
until a standard of correction is made, it is im- 
possible to interpret properly the value of different 
methods of handling the breech. 


External Version.—One of the most often debated 
issues in the management of breech presentation is 
that of external version. Some writers strongly favor 
attempting version on all cases,” and others feel that 
it is a procedure never to be used. In view of the 
evident decrease of fetal mortality in the vertex as 
compared with the breech presentation, if external 
version decreases the incidence of the breech ap- 
preciably and can be done with a minimum of 
danger, its importance speaks for itself. 


Some authors believe that the frank breech is a 
contraindication to attempted version, but that in 
the complete or flexed breech it should be attempted. 
Stein®® feels that the extended legs of the frank 
breech make external version much more difficult 
because of their splinting action. Gaddy,° in dis- 
cussing Stein’s paper, suggests that the version be 
done in the knee-chest position. 

The literature does not show that a strenuous 
attempt to turn breeches results in more than a small 
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reduction of the final percentage of the incidence 
at term. Therefore, we have adopted the principle 
of a moderate attempt on one or more occasions at 
from thirty-two to thirty-six weeks. No analgesia 
or anesthesia is used. The presenting part is pushed 
out of the pelvis and to the side toward the back of 
the child. While the breech is held by an assistant, 
the head is slowly brought down by careful but firm 
manipulation. Only about 25 per cent of our at- 
tempts succeed but the majority remain in the 
vertex presentation. A great many more multiparae 
than primigravidae can be converted. We have en- 
countered no adverse complications as a result of 
external version or its attempts, but believe that too 
strenuous or hasty efforts are dangerous. 

Informing the Mother.— At this point there 
naturally arises a question not frequently mentioned 
in the literature, but one which is a definite problem 
in an obstetrical practice, namely, whether to tell 
the mother that she has a breech. Mayer!® comes 
out definitely in favor of informing the mother that 
her child will be born “‘feet first,” and says that 
“most women will welcome an explanation and bear 
the ordeal better.”” This probably should be in- 
dividualized to fit the patient concerned. We have 
followed with success the plan of telling ahead of 
time those patients whom we think will not worry. 
The more apprehensive type we do not tell. We do 
confide in the family, however. Later, after labor 
is well under way, if progress is slow and we feel 
that a greater understanding of her condition will 
help the patient to be more cooperative, we then 
tell her that the baby is coming feet first. The 
reason for not telling all patients routinely is clearly 
expressed by the patient, who, after it is all over, 
says, “I’m so glad I didn’t know it was a breech. I 
would have been worried to death.” 


Frank Breech Versus Complete Breech Presen- 
tation—There seems to be considerable difference 
of opinion as to whether the frank or the complete 
breech is the more hazardous. We have grouped the 
complete breeches and footlings together, as they 
are apparently only different phases of the same 
presentation. In our series, the incidence of com- 
plete (double) breeches was 29.5 per cent; this type 
of presentation, however, accounted for 37 per cent 
of the corrected mortality. Thus the frank breech 
carries a better prognosis. The frank breech, pre- 
senting the better dilating wedge, does not usually 
pass through the cervix until that structure is com- 
pletely obliterated and paralyzed. 

On the other hand, the advantage of the complete 
breech is the fact that the feet are in easy reach and 
a difficult “breaking-up” maneuver is unnecessary. 
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In the double type, however, the feet sometimes 
present and the infant delivers spontaneously to 
the umbilicus, making assisted extraction necessary 
and leaving a treacherous cuff of cervix to make 
the delivery of the arms and head difficult. 


Our incidence of 70.5 per cent frank (single) 
breeches conforms closely with Ware’s*® 74 per cent 
and Dieckmann’s’ 82 per cent frank breeches, but is 
rather different from Vogt,*> who finds the frank 
breech ten times more common. Seeley*? also finds 
the frank breech slightly lower in mortality rate 
and says that 
“possibly the better dilating wedge of the frank breech in 
facilitating progress in labor more than compensates for the 


difficulty sometimes experienced in actual delivery of these 
cases.” 


EXTRACTION 


Probably the most important and certainly the 
most discussed controversial issue in breech delivery 
is that of extraction. Some men, headed by 
Goethals,'° feel that when the cervix is completely 
dilated, extraction should be carried out, usually 
by Pinard’s maneuver, bringing down one or both 
feet. The majority of writers, however, take the 
more conservative attitude of allowing the present- 
ing part to deliver itself to the umbilicus with the 
help of an episiotomy, provided normal progress is 
made with no signs of fetal or maternal distress. 
Although we cannot deny the excellent results ob- 
tained in the larger centers where routine extrac- 
tion is done, still it is difficult to evaluate these 
data with other series where facilities and ability 
may vary. It is certainly thought that the occasional 
accoucheur should, whenever possible, adopt a con- 
servative method of handling the case. The dangers 
of conservatism, however, for which one should be 
on the alert, are improper fluid balance and sedation. 
In the more prolonged labors, especially in a long, 
difficult second stage, these factors become of para- 
mount importance. 

We consider the most important point in the 
entire handling of the breech to be the decision as 
to whether the cervix is completely dilated and, as 
Ware** and Trites*? put it, paralyzed. Herein lies 
the great danger, for the cervix, even when dilated 
sufficiently to allow the breech to pass through to 
the perineum, may not be completely devoid of its 
tone, so that the head is trapped. This is especially 
true of the footling type of presentation. This situa- 
tion also occurs more frequently in the premature 
breech, in which the head is proportionately larger 
than the body. For that reason, and because of the 
effect of sedation on the premature infant, as 
brought out in the recent and as yet unpublished 
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work of Masters and Ross of St. Louis, we try, 
whenever possible, to deliver the premature under 
saddle block anesthesia. Relaxation of the cervix 
is increased, and the child is protected by reducing 
the force of labor and lessening the anesthetic 
depression. Under saddle block, however, the ma- 
jority of cases are extracted rather than left to 
spontaneous delivery to the umbilicus, because of 
the decrease in the force of labor. 

We should like to call attention to the importance 
of the presence of the attending physician when a 
breech is in labor. The very fact that a prolapsed 
cord is seven times more frequently encountered!° 
is sufficient reason to keep an unusually close check 
on the fetal heart tones. A sterile vaginal examina- 
tion immediately after rupture of the membranes 
during labor is indicated unless the breech has deeply 
engaged. It is considered by some to be important 
to keep the patient in bed throughout her labor, 
probably reducing the incidence of ruptured mem- 
branes early in the course of labor. 

Our practice in the mature breech is to use ample 
quantities of demerol® and scopolamine for seda- 
tion. As the second stage is reached, the patient is 
allowed to breathe gas with her pains and is en- 
couraged to push down if she does not have the 
natural tendency to do so. If insufficient progress 
is made, we “break up” by Pinard’s maneuver and 
bring down one or both feet. We have no standard 
of “sufficient progress” nor time limit on lack of 
progress, but rather try to consider each case 
individually. About 10 per cent at the Southern 
Baptist Hospital are broken up. We break up about 
20 per cent on our own service. 


FUNDAL PRESSURE AND THE EXTENDED HEAD 


At this point another controversial subject arises, 
namely: the value of fundal pressure and attempt 
by abdominal manipulation to maintain flexion of 
the head. Is there in the breech actually such an 
entity as “the extended head”? Goethals!° considers 
that his presence at the fundus is more valuable 
than at the perineum. Mohler”? describes the 
method of head flexion in this manner: 


“During this manipulation a trained assistant locates the 
head of the baby through the abdominal wall and follows 
its descent toward the pelvis. An effort is made to keep 
the head flexed, and the descent must be slow, being always 
mindful of the fact that the arms may become extended.” 
Schuman,?? discussing this paper, emphasizes the same pro- 
cedure, stressing the fact that pressure on the fundus de- 
creases the chance of extension of the arms. He says, “I 
would prefer to push rather than pull on the breech.” 


Randall, on the other hand, says in discussing 
Patton and Mussey’s paper:?5 
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“I prefer to let the aftercoming head follow the body 
into the pelvis without pressure on the fundus of the uterus. 
It seems to me that the desired flexion of the head is best 
preserved thus.” 

Stein*® does not believe in fundal pressure because 
he feels that it increases the danger of extended 
arms. He feels that fundal pressure should be used 
only after the arms are delivered. 


The majority of American writers seem to fear 
the “extended head” and to feel that fundal pressure 
is indicated. The British authors do not comment 
frequently on extension of the head. 


In reviewing nearly five hundred breech records 
at the Southern Baptist Hospital, we do not find 
one chart that mentions difficulty derived from a 
deflexed head. Occasionally the occiput does not 
engage in the anterior and gives a problem of rota- 
tion. The unparalyzed cervix certainly gives an 
erect head which does not easily come down into 
the pelvis. The disproportionate bony pelvis results 
in difficulty in bringing the head down. But in the 
case where the head is brought down occiput an- 
terior, it seems reasonable to assume that the pro- 
longed occiput region of the engaging fetal skull 
against the pubis will always result in flexion, which 
can then be increased by elevating the shoulders 
(Fist*) and placing a finger in the mouth. 

We believe that a majority of breeches can be 
delivered equally well and safely, regardless of 
whether the principal force is applied by pushing 
from above or pulling from below. The extraction 
of the difficult head will be discussed separately. 


Extended Arm.—Perhaps the complication feared 
most by the occasional obstetrician is the extended 
arm. Let us distinguish between the “extended 
arm,” which lies beside the head, possibly hamper- 
ing the engagement of the head, and the “nuchal 
arm,” which extends backward to lie along the nape 
of the child’s neck. Many authors do not clearly 
distinguish between these. There is a wide diver- 
gence of opinion, as mentioned above, as to the best 
method of preventing the extended arm. Some think 
pressure on the fundus causes it; others, that it 
prevents it. Potter?’ adopts the fatalistic attitude 
that “Whether or not the arm or arms are extended 
is a matter of luck and lack of haste in the ex- 
traction.” 


We feel that almost all arms are more or less 
extended, but that only a few cause any difficulty. 
We agree with Bill?’ in his discussion of Potter’s 
paper, when he says that the arms are forced up by 
the tone of the lower uterine segment. These are 
the extended arms that cause difficulty in extraction. 

As for the “nuchal arm,” on the other hand, we 


are substantially in agreement with Dieckmann,’ jp 
our view that a true nuchal arm almost never occurs, 
and this probably only when the cervix is insyf. 
ficiently relaxed. 


We believe that adequate trained assistance js as 
much needed for the breech extraction as for any 
other major surgical procedure. It is highly recom. 
mended that the occasional accoucheur have con- 
sultation, and that he never attempt the delivery oj 
the full-term primiparous breech without exper- 
enced assistance and supervision. 


Extraction should be carried out slowly. The 
patient should be well down on the table, bowel and 
bladder empty, and a sheet placed on the floor to 
stand or kneel on. Ironing out the perineum isa 
much debated procedure which we no longer valu 
to the extent we formerly did. At present we fre 
quently make pressure on the perineum simulating 
the descent of the presenting part and inciting the 
patient to increase her efforts to bring the breech 
down to the perineum, but we do not “iron out” 
the perineum as such. We prefer to depend on sw- 
ficiently wide episiotomy. As a rule, we allow th 
child to “‘sit in the hollow of the sacrum”’ just before 
the hips are extracted. Then, making traction upon 
the feet, with or without fundal pressure, we rotate 
and extract the hip. If the child is a frank breech 
and is not decomposed, the hips are guided through 
the outlet as they present. Fundal pressure her 
serves to bring the breech across the perineum if 
the anesthetic has reduced the force of labor, as it 
frequently does. The legs or thighs are then used 
for traction and the child is pulled inferiorly and 
posteriorly and is rotated so that the opposite 
scapula presents beneath the symphysis (that is, 
if the left hip delivers anteriorly, the right scapula 
is brought anterior, the baby having been rotated 
180° with the back up). This, we believe, wil 
insure in practically every case that the aftercoming 
occiput will be anterior. We specify scapula instead 
of arm or shoulder as the scapula should be delivered 
and visualized before delivery of the arm is con 
sidered. 


If, however, after a complete 180° turn the an- 
terior scapula does not “wing out” sufficiently, 
then with slight additional traction we rotate the 
body back 180°, and the other scapula will present. 
During this time the hands of the obstetrician have 
not left the baby’s legs except to pull down a loop 
of cord after the umbilicus has crossed the perineum. 
It is well to glance at the clock at this moment. 


At this point, we use the forefinger of the hand 
corresponding to the baby’s anterior shoulder 
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sweep along the humerus to the elbow, where slight 
traction is sufficient to deliver the arm. We then 
prefer to rotate the body again 180°, bringing the 
posterior shoulder anterior; and if the arm does 
not deliver itself, it is delivered in the same manner. 
Gentleness, smoothness, relaxation, and a near 
thythm should be maintained during this procedure. 
The notation of the time of delivery of the umbilicus 
js mentioned not so much to show how little time 
remains to establish respiratory passageway, as to 
confirm how little need there is for haste. 

Delivery of the Head.—With the shoulders de- 
livered, we again are confronted with a breech con- 
troversy: how best to deliver the head. How much 
attempt should we make to deliver it manually 
before the forceps are applied? 

It is generally agreed that the forefinger of the 
left hand is passed beneath the chin and the pos- 
terior position of the child’s mouth confirmed. If 
the mouth is not posterior, the finger helps adjust 
the position. 

The Mauriceau-Smellie-Veit maneuver consists of 
flexion of the head with the finger in the mouth 
while the other hand makes traction across the 
shoulder. This is recommended by many authors, 
but is condemned by others because of its unphysio- 
logic and traumatic traction on the child’s neck. 
The Celsus-Wigand-Martin maneuver has ap- 
parently gained in popularity. In this the right hand 
is utilized for suprapubic pressure. During either 
of these the baby may be held astride the left fore- 
arm, but better use can be made of the left hand 
if an assistant holds the weight of the child’s body. 
Care should be used not to lift the body too high 
until the head flexes further so as to avoid undue 
stress on the cervical vertebrae. 

We feel that if a limited attempt at delivery of 
the head in this manner does not result in bringing 
the mouth and nose into view for the clearing of 
the respiratory passage, the Piper’s aftercoming- 
head forceps, which should in every case be at hand, 
should be applied. We find their use necessary in 
a large majority of mature primiparous deliveries. 

During their application, it is almost imperative 
to have an assistant suspend the baby’s body. It is 
well for the operator to kneel. The cord should be 
allowed to hang in the midline. The mouth has 
been directed posterior. The right hand is placed 
along the right side of the baby’s head. The forceps 
blades are directed anteriorly and superiorly, the 
novice usually being surprised at the amount of the 
anterior direction and distance into the vagina which 
the average case necessitates. The right blade is 
placed similarly, using the left hand to guide it. 
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Many cases are mere “lift-out” after the forceps 
are applied, while others require moderate traction 
and flexion of the head. The head, in the breech, 
is born by flexion, rather than by extension as in 
the vertex. A “pump-handle” action of the forceps 
handles, together with inferior and posterior trac- 
tion, is often a useful procedure. The “combined 
maneuver” of Dieckmann, which involves the use of 
the forceps by an assistant, together with a finger 
in the child’s mouth and firm suprapubic pressure, 
is frequently of great assistance in flexing and 
delivering a tight-fitting head. 

Let us again stress that gentleness, not speed, is 
the keynote of this portion of the delivery, as there 
is little controversy over the fact that most breech 
deaths in extraction are caused by tentorial tears 
rather than by asphyxiation. When the mouth and 
nose cross the perineum, they should be aspirated 
by the bulb syringe and the head then gently lifted 
across the perineum. 


Cesarean Section.—As it does in all obstetrical 
practice, opinion on indications for cesarean section 
in the breech varies widely. Gairdner and Jackson? 
feel that “if version fails, cesarean section becomes 
the treatment of choice, especially in primiparae or 
in cases where some degree of pelvic contraction is 
diagnosed.” They report 26 per cent cesarean sec- 
tion in 100 breeches. 

Most workers in this country are more conserva- 
tive. In our Southern Baptist Hospital series, there 
were 44 cesarean sections, or an incidence of 9.4 per 
cent. This is only 2 per cent higher than the gen- 
eral incidence on the obstetrical service. It is fre- 
quently said that there is no trial of labor in the 
breech with the borderline pelvis, and this, strictly 
speaking, is true. When there is clinical or radio- 
logic evidence of true or borderline bony dispro- 
portion in the breech, an elective cesarean section is 
indicated. On the other hand, with the occasional 
slightly doubtful case, one is sometimes justified in 
“feeling his way along” in the early first stage of 
labor, and if the cervix responds well, it is an indica- 
tion that handling the case from below will be 
feasible. However, this is a place where experience 
and obstetrical ability should be honestly evaluated; 
and for the more inexperienced man, it is better to 
proceed with an elective section than to allow the 
breech to enter a labor which will end in disastrous 
disproportion of the aftercoming head. 


SUMMARY 


Several of the controversial ideas regarding the 
handling of the breech have here been presented, 
together with our views. We believe that a study 
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of the differing opinions, together with their evalua- 
tion in the light of each man’s knowledge and 
technical skill, will result in lowering the high 
breech mortality which now exists. 
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DISCUSSION (Abstract) 


Dr. Waverly R. Payne, Newport News, Va.—I have not 
done a breech delivery nor any other kind of delivery 
except an occasional cesarean in five years, so my discussion 
is largely in retrospect. 

Dr. Frederic Irving, of Boston, has often spoken of the 
kneeling position as assuming the attitude of prayer. The 
idea has merit and I, after struggling with some difficult 
breech deliveries, am convinced that I should have knelt 
first on many occasions. 

It was pointed out in the paper that breech frequently 
occurs in twin pregnancy and prematurity. It also occurs 
in cases of relative disproportion due either to an oversize 
baby or a small pelvis. The aforementioned conditions bring 
up the question of analgesia, anesthesia and the method of 
actual delivery to be determined. My experience with ex- 
ternal version has nearly always been disappointing. In 
regard to informing the patient, I think the attitude here 
expressed is most acceptable. Certainly, though, the husband 
should be apprised of the complication. 


Breech delivery under ideal circumstances can be very 
easy, but when attempted without adequate dilatation of 
the cervix, or with poor anesthesia, it can be most difficult 
or even disastrous. An assistant is essential. I have used 
almost every method of anesthesia including pudendal 
nerve block, spinal, and the various general anesthetics. 
Contrary to the opinion of some operators, I prefer low 
spinal or saddle block. 

I cannot leave this discussion without emphasizing the 
importance of early diagnosis of breech presentation, before 
the onset of labor if possible. Elective cesarean should 
often be considered in questionable cases, especially in the 
primigravida, long a sterility problem, or the elderly primi- 
gravida. 

Dr. E. Lee Dorsett, St. Louis, Mo—There is nothing 
debatable as to the mortality in breech extractions. While 
a living child may be delivered there are sometimes found 
fractures of the arm, clavical, legs and intracranial and 
spinal injuries. Both the mortality and morbidity are due 
in the great majority of cases to the unskilled handling of 
the case. Dr. Potter of Buffalo should have the undying 
gratitude of the medical profession for his teaching of the 
proper method of extracting a breech. 

I am not in favor of external version and have seen 
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cases in which this was done where the cord became 
wrapped around the fetus, under a leg and under one arm 
with the result that the child was lost when the attempt 
was made to deliver it. 


I am opposed to the “breaking up” of a breech presenta- 
tion and I consider it “meddlesome midwifery.” Of late 
we have found that “saddle-block” anesthesia is of great 
assistance in delivering these cases, as it gives us much more 
relaxation. Dr, Leo Hartnett has given us another form 
of obstetrical anesthesia that will also be of great help. 


I must take issue with the essayists for the use of the 
term, fundal pressure. Pressure on the fundus in a vertex, 
breech extraction or in the third stage of labor is a factor 
in the premature detachment of the placenta and a cause 
of inversion of the uterus. If the after-coming head is to 
be delivered the pressure on the fundus of the uterus is 
of little value; this pressure should be exerted on the fetal 
head and not the uterine fundus. Pressure on the head 
should be used only when it is time to extract the head. 
Two fingers of the hand should be inserted into the baby’s 
mouth, well over the tongue, not under the tongue, and 
traction should be made downward, backward, upward and 
forward and at the same time the operator’s closed fist 
should be placed on the occiput of the child’s head and 
pressure should be made upward, downward and backward. 
In other words the hands should follow the direction of 
the child’s head as it is being flexed from below by the 
operator’s fingers in the infant’s mouth. In most cases an 
episiotomy is of great assistance as an aid to extraction. 

It is much easier to deliver the head of a baby that had 
been a vertex presentation and is delivered by version, than 
to extract the after-coming head of a breech presentation. 
In one we have a molded head and in the other there is no 
molding. 

In every patient who is delivered by a breech extraction 
the arms of the fetus extend. The old alibi that the baby 
was lost because the “arms went over the head” is not 
good. There are numerous cases of nuchal arms and this 
is one of the difficulties in extracting these arms. By push- 
ing the baby upward into the birth canal and rotating the 
body several times from one side to the other these arms 
can be disengaged. The attempt to extract the arms should 
never be made until the body of the baby is drawn down 
far enough to expose the scapula and the axillary fold. 


I agree with the essayists that forceps should be at hand 
in every case of breech extraction and it is a matter of 
judgment on the part of the physician as to just when to 
use them. While most cases of the after-coming head can 
be delivered by the hand, there are certain cases in which 
the application of forceps becomes necessary. There is such 
a complication as an extended head; I have had my hand 
in the lower uterine segment and have distinctly made out 
this complication. It is often this complication that results 
in the loss of the baby and only by the skillful use of the 
forceps can the after-coming head be delivered. I have never 
used the Piper forceps but have managed to extract the 
after-coming head with the Simpson forceps. My mortality 
in breech deliveries is low. 

A cesarean section for a breech presentation is not justi- 


tied unless there are other factors complicating this condi- 
tion. 


Dr. Henry J. Langston, Danville, Va—I have had much 
experience with breech extraction, due to the fact that I 
have delivered over 2,500 babies by version and extraction; 
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besides having had over 100 breech deliveries. To me a 
breech delivery is as simple as a cephalic, providing there 
are no disproportions between the baby’s head and the 
mother’s pelvis. Hence, a few points I should like to 
emphasize. 

First, when a patient goes into labor, the head may be 
floating in the pelvis, but when she is ready for delivery, 
a breech may present. I use x-ray examination frequently 
and just the other day I made a picture of a patient as she 
was going in labor with the head in the pelvis. When 
she was ready for delivery a breech presented. In the 
breech case as in the cephalic if there are no disproportions 
one need have no fear of the outcome, so far as being able 
to deliver a live, unhurt baby. Then be sure there are no 
disproportions between the size of baby’s head and the 
mother’s pelvis. 


Second, whatever method is used to deliver the breech 
case, be sure the cervix is fully and completely dilated. 
Should you wait on the processes of natural labor, it is 
well to know the complete technic of the delivery of the 
shoulders and the after-coming head; so when the head 
is in the midstage, Piper forceps may be applied to the 
head and it may be gently delivered. Take plenty of time. 
Never hurry. 


Third, when my breech case has fully and completely 
dilated the cervix, I use the following technic: The patient 
is put to sleep. The type of anesthesia does not make too 
much difference. Personally I prefer ether. The patient is 
draped, each leg being supported by a scrub nurse, and she 
is thoroughly scrubbed with soap and sterile water. A soft 
catheter is placed in the patient’s bladder and left in until 
the baby and the placenta are delivered. The vagina is 
then thoroughly ironed out, after which the baby’s feet are 
located and brought out of the vagina. At this point I 
allow the breech of the baby to rest on the posterior wall 
of the vagina for a short period, then with gentle traction 
and rotation the breech is delivered. From this point the 
trunk of the baby is rotated to the left and then the right 
with traction. Back and forth this process goes on, until 
either the right or left shoulder engages under the symphysis 
pubis. At this point traction is downward and the index 
finger is placed in the right posterior axillary fold, this proc- 
ess bringing the shoulder out of the vagina. At this point, 
lift the arm out of the vagina as if lifting a pump handle; 
let the baby ride on the left arm and with the left index 
finger placed in the posterior axillary, rotate the left shoul- 
der of the baby under the symphysis pubis. By lowering 
the trunk of the baby and using rotating traction on the 
right arm of the baby, the left shoulder is delivered. Then 
lift the left hand out of the vagina in the same manner as 
the right shoulder. At this point the head will assume the 
anterior-posterior position in the vagina, if there are no 
disproportions. In the event the head assumes either the 
right or left oblique position it will be necessary to place 
the right hand in the vagina and put pressure on the chin 
of the baby and external pressure on the occiput with the 
open hand. In this manner the head is flexed and will pass 
into the anterior-posterior position. If the head fits tightly 
in the vagina at this point, have the nurses hold the hands 
and feet of the baby up in position that is almost at right 
angles to the mother’s body. Place Piper forceps on the 
head of the baby and then let the baby ride on the forceps. 
Gently and slowly with a more or less swinging motion, 
with no traction on the neck of the baby, supporting the 
head, you will be able to lift the baby’s head out of the 
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vagina without hurting it or doing much damage to the 
soft parts of the mother. 

Never place forceps on the baby’s, head in the superior 
straight. Get the head in mid-straight first. In my judg- 
ment if the breech case is handled in this way a live, unhurt 
baby will result and there will be little damage to the 
mother’s soft parts. 


Dr. Ward (closing) ——You can see by these discussions 
what controversial issues faced us as we began to study the 
breech: whether it is palm or fist, tongue or chin, whether 
it is forceps or not forceps. The literature is just as con- 
troversial. 

For instance, in the matter of external version, some 100 
articles reviewed were about equally divided between those 
who advocated version and those who did not. There was 
about an equal division of those advocating breaking up or 
decomposing the breech, and those who did not. 

The husband should be informed, certainly by the be- 
ginning of labor in every case. We are using the “saddle- 
block” anesthesia more and more in the breech. 

We agree with Dr. Dorsett that substantially all arms are 
extended; however, very few of the extended arms give 
trouble, and usually those occur in cases where the cervix 
is, as Dr. Ware describes it, “incompletely paralyzed.” 

We wish to point out in Dr. Dorsett’s remarks concern- 
ing pressure on the fundus, that there seem in the literature 
to be two ideas about pressure on the fundus. One idea is 
that pressure is put throughout the delivery and that the 
force of the pressure on the fundus as the breech itself 
crosses the perineum simulates the contraction of the uterus. 
In the meantime, an attempt is made to guide the head and 
maintain its flexed attitude. 


The other idea is that the pressure should be suprapubic 
at the time of the actual extraction of the head itself, and, 
as the discussants have said, the force should be made with 
either the fist or the palm of the hand. 


THE USE OF THE MALE FROG IN A TEST 
FOR PREGNANCY* 


By Epwrn G. Wa prop, M.D.* 
and 
Mary Frances James, A.B., M.T. (A.S.C.P.)* 
Birmingham, Alabama 


The diagnosis of pregnancy becomes increasingly 
urgent. It is not only a question of normal concep- 
tion that arouses interest but also differentiation 
from the complications. Advancements in the field 
of endocrine therapy in promoting and maintaining 
gestation have made early and rapid diagnosis of 
pregnancy mandatory. 


*Received for publication March 5, 1950. 

*We wish to thank Mrs. Louise Cason for her kind assistance in 
instituting this research project. 
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A good test should be easy to do, inexpensive, 
rapid and highly accurate early in the pregnancy, 
The Aschheim-Zondek,! Friedman? and Xenopus 
laevis’ frog tests have partially fulfilled these re- 
quirements but have some undesirable features 
which apparently cannot be overcome. The male 
frog test for pregnancy is a relatively recent innova- 
tion with definite advantages over tests using rab- 
bits, mice, and female frogs. To date we have 
performed approximately 200 tests using the male 
frog which resulted in an enthusiasm we wish to 
share. 


Before setting up the male frog pregnancy test 
as a routine in our laboratory, we decided to utilize 
the methods outlined previously by Mainini,* Rob- 
bins and Parker,> Wiltberger and Miller,® Cutler,’ 
and Soucy® to determine the advantages, if any, for 
our particular needs and the accuracy of the test 
in our hands. 


In the course of our study, we found that minor 
changes in animal care and procedure made the 
test more convenient without sacrificing any of its 
advantages. These variations have been incor- 
porated in the method given below. 


The use of the male frog is based on the principle 
that gonadotropic substances injected in the test 
animal stimulate the gonads, with subsequent libera- 
tion and appearance of spermatozoa in the urine.* 


THE TEST 


Materials 

(1) Syringes, five or ten cc. volume. 

(2) Needle, 21 gauge, 1% inch length. 

(3) Microscope. 

(4) Catheter: medicine dropper or piece of glass tubing 
two to three inches in length drawn to approximately one 
mm. in diameter, the tip smoothed by annealing. 

(5) Slides: microscope slides 1 x3 inches. 

(6) Isolation cans, such as are used for fruit or fruit 
juice, fitted with perforated wooden or wire screen tops. 
The tops must fit tightly or be securely fastened to prevent 
the frogs from escaping. 

(7) Storage tank for stock frogs, large metal one with 
cover, made to fit into refrigerator. 

(8) Frogs or toads, healthy males, weighing approxi- 
mately 25 to 50 grams. Frogs which we have received from 
the supply house* have weighed approximately 25 grams 
when received and will slowly increase in weight while being 
used. We have used the grass frog (Rana pipiens) but 
other frogs or toads are satisfactory. 

Male frogs can be distinguished from females by ex 
amining the forelegs. The thumb digits in males are en- 
larged at the base and are darkly pigmented. Sex difference 
is not marked during the mating season.? 


*The Lemberger Company, Oshkosh, Wisconsin. 
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(9) Urine specimen: an early morning concentrated speci- 
men is best. It is well to advise the patient to refrain from 
taking any drugs for twenty-four hours prior to collection 
of specimen. We have not encountered any specific toxic 
substance for frogs. Urine held for any period of time 
before testing should be kept in a refrigerator to prevent 
a decrease in hormone content. 


TECHNIC 


(1) Select a healthy male frog and place it in a 
covered container holding about one-fourth inch of 
water. 


(2) Catheterize and check for spermatozoa. This 
is essential as a check against false positives even 
though a supposedly adequate waiting period is 
observed following positive tests. 


(3) Fill syringe with urine. Use approximately 
1 cc. per ten grams weight of frog. It is not neces- 
sary to clear, concentrate or adjust the pH of the 
specimen. 

(4) Inject the urine into the dorsal lymph sac 
which lies on the lateral sides of the ridge on the 
frog’s back. This is best reached by inserting the 
needle under the skin of the leg in the dorsal mid- 
line. Then, keeping the needle in sight, move the 
bevel of the needle to a point on the back about 
one-fourth to one-half inch above the cloaca. When 
the urine is injected, one will generally observe the 
inflation of the lymph sacs. Urine injected into the 
lungs which lie posterior to the lymph sacs will 
kill the frog almost immediately. Entering the 
lymph sac from a point on the leg prevents the 
loss of urine from the hole made in the skin by 
insertion of the needle. 

(5) Replace the frog in the container partially 
filled with water. Difficulty will be encountered 
in obtaining urine unless the frog is wet during this 
period. 


(6) Examine for the presence of spermatozoa. 


Tests are positive or negative depending upon their 


presence or absence. 


Time.—An examination may be made as early as 
fifteen minutes after injection. Most positive speci- 
mens can be reported within fifteen to thirty min- 
utes. A specimen not showing spermatozoa within 
two hours may be reported negative. 


Collection—Urine may be obtained by inserting 
the glass catheter about one-fourth to one-half inch 
into the cloaca. It may be necessary to move the 
catheter slowly with an in and out motion several 
times. Place a drop of the urine on a clean slide 
and examine under the microscope for spermatozoa. 


Spermatozoa.—Frog spermatozoa appear as sau- 
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sage shaped bodies with a long thin tail. The body 
resembles a large rod-shaped bacterium. Most of 
these cells will be motile and many of them will 
be grouped around Sertoli cells. With experience, 
their presence may be easily recognized under the 
low power objective. 


Other Findings.—Fecal material may be obtained 
with urine. Protozoa and bacteria are normally 
numerous in this material and may add considerable 
difficulty in the diagnosis until one is acquainted 
with their microscopic appearance. 


A negative urine will probably show some oval, 
nucleated frog erythrocytes, epithelial cells, white 
cells, and occasional protozoa. 


(7) Frogs giving negative results may be re- 
turned to the storage tank. Frogs giving positive 
results should be placed in isolation containers. A 
large label pasted on the side of the can is an aid 
in keeping a record of the dates of positive tests. 


CARE OF ANIMALS 


Housing.—Various ways of housing stock frogs have been 
suggested. In our laboratory, we find it most convenient 
to keep them in a refrigerator (approximately 40° F.) at 
all times in a flat metal storage tank with a screen top 
containing about one-fourth inch of water. Frogs giving 
positive reactions are isolated in individual containers for 
the waiting period. We have encountered no difficulty in 
keeping them continuously in water. The advantages of 
storing them in the refrigerator are that they are virtually 
in a state of hibernation and, therefore, require little feed- 
ing, are not subject to the disease of frogs called “red leg” 
and are less active when being injected. A low temperature 
apparently does not interfere with or slow down the reac- 
tion. It is advisable to change the water at frequent in- 
tervals. 


Feeding.—Some authors report that the frogs will volun- 
tarily eat live insects or worms placed before them. This 
has not been our experience, which may in part be due to 
the fact that our animals are kept at a low temperature. 
We find it necessary to feed each frog every three to four 
weeks by placing a worm in its gullet. Fishing worms, 
flies or other insects may be fed them but we find the use 
of mealworms most practical. We are growing these worms 
in culture as directed by the biological house from which 
we purchase them.* The frogs should not be injected for 
at least three days after being fed as this will cause them 
to regurgitate. 


Frequency of Use.—Frogs giving negative results may be 
used as frequently as necessary with no waiting period. 
Frogs giving positive results should be rested at least seven 
days between injections. When the animals are kept in the 
refrigerator, spermatozoa disappear more slowly than when 
kept at room temperature. We have noted many sperm 
still present in some animals after five days. 

The results (Table 1) which we are presenting are based 


on Biological Supply House, 761-763 East 39th Place, Chicago, 
inois. 
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on the first hundred cases which we were able to follow 
satisfactorily.t 

We purposely avoid reporting accuracy in per cent as 
we believe that this biological test cannot be so judged; 
too many variable factors are involved. In evaluation of 
pregnancy tests, the selection of the cases is an important 
one which in this study we have made no attempt to con- 
trol. As will be shown, our cases include many pathologic 
conditions and the tests were made at varying times past 
the last expected menstrual period. 

Our primary effort was to perfect a technic using the 
male frog which would eliminate any so-called “systematic 
errors.” We felt that if this were satisfactorily accom- 
plished, with a thorough evaluation of clinical findings by 
the physician, the test would prove to be a laboratory aid 
of great value. 

In this series of cases, Friedman tests were performed 
upon twenty-eight specimens submitted concurrently with 
the frog test. Fifteen of the rabbit tests were positive and 
thirteen were negative. Of the frog tests, fourteen were 
positive and fourteen negative. One of the Friedman tests 
gave a false positive, the frog test being correct in all 
instances. 


‘The two incorrect positives were diagnosed as: 
(1) chorionepithelioma (3,300 mouse units of 
gonadotropins) ; and (2) amenorrhea with increased 
pituitary gonadotropins (125 mouse units of gonad- 
otropins). 

The duration of pregnancy in the cases of in- 
correct negatives was as follows: 

Less than two weeks after the expected menstrual period. 6 
Less than three weeks, longer than two Stee 
Less than four weeks, longer than three 2 

The duration of the pregnancy is an important 
factor and explains ten of the false negative tests. 
The other two false negative tests can be explained 
on the basis of variation in chorionic gonadotropin 
production. Gonadotropin concentration increases 
slowly after implantation and progressively rises to 
reach a maximum on the sixtieth to eightieth day.'° 
In a small per cent of cases there is insufficient 


production to give a positive test until the preg- 


nancy is further advanced. 


RESULTS 
Correct positives 50 
Incorrect positives. 2 
Total number of negative tests 48 
Correct negatives 36 
Incorrect negatives 12 


Table 1 


tWe wish to thank all the physicians who kindly supplied us with 
bmy from their patients and aided us by reporting the followup 
of these cases. 
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It must be emphasized that 45 per cent of the 
100 cases were submitted because of complications 
of pregnancy or conditions which made it necessary 
to rule out pregnancy. The pathologic conditions 
encountered in this study are shown in Table 2. 


All of the cases with complications as given 
were diagnosed correctly for pregnancy with the 
exception of two. These two false positive tests were 
noted in a case of chorionepithelioma which showed 
3,300 units of gonadotropic substance and in a case 
of long standing amenorrhea with 125 units by 
mouse assay. 


DISCUSSION 


In our opinion the male frog test is one which 
has definite advantages over other laboratory tests 
for pregnancy. In accuracy and probably for early 
diagnosis it is a procedure comparable to the Fried- 
man or Aschheim-Zondek.'! The superiority of this 
test lies in its speed, economy and simplicity. The 
expense of the test is practically negligible, with an 
estimated maximum cost of twenty-five cents per 
test. 


We are .particularly pleased with the test in 
pathologic conditions. It has helped us on numerous 
occasions in making a correct diagnosis in conditions 
that were otherwise obscure. In cases where stil- 
bestrol and other hormone therapy was indicated, it 
was found that it was not necessary to discontinue 
these drugs since no toxic effects were noted in our 
animals. 


PATHOLOGIC CONDITIONS 


Positive Negative 
Per Cent (for pregnancy) 
Ectopic pregnancy 3 


Threatened abortion — 
Fibroid tumor _ 
Incomplete abortion 
Habitual abortion 
Menopausal syndrome 
Amenorrhea 


Chorionepithelioma 

Adenocarcinoma of uterus. 


Carcinoma in situ of cervix 
Hyperthyroidism and amenorrhea. 
Pulmonary tuberculosis with amenorrhea 


-! 


| 
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The rapidity of the test was its most appreciable 
advantage. In early pregnancy it enabled the at- 
tending physician to make a more definite diagnosis 
at the time of the initial examination. In early 
threatened!! and habitual abortion!? it was an ad- 
vantage to establish the diagnosis of pregnancy 
within a few hours in order to treat the patient 
properly and in preoperative cases to rule out preg- 
nancy. 

From our study, it is obvious that positive results 
are more significant than negative ones. A false 
positive reaction for pregnancy is rare but when 
present, indicates increased urinary gonadotropin 
excretion. A negative test merely indicates that the 
gonadotropin concentration is too low to stimulate 
the male gonads. 


The use of the male frog for a quantitative 
gonadotropin evaluation has not proved satisfactory 
in our hands. With one specimen of high gonado- 
tropin content, positive results were obtained only 
in dilutions greater than one to twenty. At this 
time, we feel that the quantitative tests using rab- 
bits and mice are still preferred. 

There are certain sources of error which are 
worthy of tabulation. 

Those giving false negatives: 

(1) Injection of unconcentrated urine. 

(2) Injection of urine before gonadotropic sub- 
stances have been formed in sufficient quan- 
tities. 

(3) Use of sick frogs. 

(4) Use of female instead of male frogs. 

Those giving false positives: 

(1) Re-using frogs before spermatozoa have 
completely disappeared. 

(2) Mistaking bacteria for spermatozoa. 

(3) Failing to clean the syringe or catheter 
properly. 

(4) Injection of urine containing increased pit- 
uitary gonadotropins.§ 

A possible source of error which we have not 
encountered since our work was done during the 
fall and winter months is a seasonal variation in 
spermatogenesis in the frog. Soucy® reports that 
spermatogenesis is lowest during the months of July 
and August and suggests using two species of frogs 
with each specimen or using one frog and one toad. 

We must emphasize that neither this nor any 
other laboratory test can be substituted for a clinical 
evaluation. It is the association of these two in- 
vestigations that leads to accurate diagnosis. 
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CONCLUSION 


We have found the male frog test an early and 
accurate pregnancy test and believe it comparable 
to others in common use with the advantages of 
speed and economy. 


ADDENDUM 


Since submitting this paper for publication, we have 
encountered difficulties related to seasonal variations in the 
male Rana pipiens. From approximately April 15 to 
August 1 the accuracy of tests with this species was mark- 
ediy reduced. This difficulty was overcome by using 
simultaneously a frog and a toad or frogs of different 
species in the performance of the test. 
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DYSMENORRHEA AND THE PELVIC 
AUTONOMIC SYSTEM* 


By Bickers, M.D.t 
Richmond, Virginia 


EFFECTS OF ELECTRICAL EXCITATION ON THE PELVIC 
AUTONOMIC NERVES 


The uterus is a hollow viscus whose muscle wall 
is a heavy, smooth muscle syncytium. The physio- 
logic functions which this muscle is called upon to 
perform require a highly coordinated pattern of 


*Read in Section on Gynecology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 


Medical Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 


TChairman, Department of Obstetrics and Gynecology, Bishop De 
Goesbriand Hospital, Burlington, Vermont. 
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contractility. With each recurrent menstrual cycle 
it must expel the desquamated endometrium; it must 
accommodate the growing fetus and at term must 
assume a rhythmic pattern of hyperirritability in 
the fundus while its lower segment becomes passive. 
This complex physiology implies the existence of a 
highly developed mechanism for the regulation and 
control of uterine muscle contractions. Our knowl- 
edge of smooth muscle behavior elsewhere in the 
body would suggest the probability that this control 
resides within the autonomic nervous system which 
supplies the organ. In contrast to other visceral 
smooth muscle, however, the uterus has no true 
motor innervation in the sense that Auerbach’s 
plexus controls the motor activity of the bowel. The 
autonomic nerves to the uterus terminate in the sub- 
serosal area and cannot be traced into the body of 
the muscle. 


The pattern of uterine motility during the various 
phases of the menstrual cycle have been studied and 
students of the problem are in general agreement 
that these patterns of motility are the result of 
endocrine environment. It has been assumed that 
the autonomic nervous system has little effect upon 
uterine contraction patterns. It is well known for 
example that labor progresses normally following 
presacral sympathectomy and procaine block to the 
parasympathetic nerves of the broad ligament. 


AUTONOMIC NERVES TO THE UTERUS 


Autonomic nerve fibers reach the pelvic viscera 
from the inferior mesenteric ganglion by way of the 
hypogastric plexus. This plexus of sympathetic 
nerve fibers is likewise the site of ganglion cells 
whose preganglionic fibers terminate beneath the 
peritoneum and the basal layers of the endometrium. 
Afferent, pain-bearing, sensory fibers from the uterus 
traverse the hypogastric plexus, but have no synapse 
or ganglion cell there. The uterus receives its para- 
sympathetic autonomic nerve supply by way of the 
nervi erigentes. This is a diffuse plexus arising 
from the second and third sacral segments, and like 
parasympathetic fibers elsewhere, it has its ganglion 
cells far removed from the spinal cord. They are 
to be found in immediate proximity or within the 
tissue mass of the organ itself. 


The ovary is said to have only a sympathetic 
supply, reaching it by way of the celiac plexus. The 
fibers follow the ovarian artery and come to the 
ovary in the subserosal area of the infundibuliform 
ligament. The efferent sensory nerves from the 
ovary do not pass through the hypogastric plexus. 
The central process of the afferent neurons from 
the uterus and ovary establish connection to the 
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dorsal horn cells of the spinal cord. In this respect 
they resemble more somatic than autonomic nerves. 
These afferent fibers mediate not only the sensation 
of pain, but take part in the viscerosomatic and 
somatovisceral reflexes, the symptoms of which are 
often apparent during the premenstrual epoch. The 
blood supply, the lymphatic drainage, and the inter- 
cellular fluid exchange are under control of these 
autonomic nerves. 


The sympathetic nerves are not essential to nor- 
mal uterine physiology. Cannon was able to remove 
the entire sympathetic chain in cats, with no dele- 
terious effect upon their reproductive processes. 
Mating, impregnation, nidation, pregnancy and de- 
livery proceeded normally. The major consequence 
of sympathetic nerve excision is the increased re- 
sponse of the denervated organs to hormone stimula- 
tion. This little known and less discussed phenome- 
non has been demonstrated by many observers. 
Denervation of any smooth-muscle organ is invari- 
ably followed by increased sensitivity of that organ 
to endocrine stimulation. This may possibly explain 
the improvement in menstrual and _ reproductive 
physiology occasionally seen after presacral neurec- 
tomy. The author has seen three cases of habitual 
abortion (three or more spontaneous abortions with- 
out a term-pregnancy) carry their pregnancies to 
term after presacral neurectomy. Increased sensiti- 
zation to the hormones is a property commonly 
acquired by all organs to which the sympathetic 
nerve supply has been removed. This sensitization 
is not marked where the denervation is done at the 
postganglionic level, that is, in the ganglions near 
the spinal roots, but is most marked where the re- 
section is done at the postganglionic level such as 
that of presacral neurectomy. 

Sympathetic denervation of the ovaries is appar- 
ently followed by increased sensitization to the 
gonadotropins. Although this is not yet proven, 
there is evidence to suggest that the target organ 
of the gonadotropin stimulation, namely the graafian 
follicle, is sensitized following ovarian sympathec- 
tomy. Just why organs separated from their sympa- 
thetic nerves should respond more acutely to hor- 
mone stimulation is an interesting but unsolved 
riddle. In the light of Reynold’s recent work on 
spiral end arteries of the ovary in relation to ovula- 
tion, it might be conjectured that the arteries denied 
sympathetic inhibition more readily “pay out” with 
the maturing follicle, and the dilated arteries may 
carry increased amounts of hormone and thus favor 
maturation of the ovum and ultimate ovulation. In 
the light of Reynold’s work on the relation of spiral 
end arteries to retention cysts, it behooves those who 
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perform ovarian sympathectomy to follow their pa- 
tients carefully to see whether the incidence of reten- 
tion cysts may be reduced or increased following 
this operation. Experimental evidence to date would 
suggest that retention cysts would be less likely to 
occur following ovarian sympathectomy. The same 
hypothesis, namely arteriole dilation might be used 
to explain the improved endometrial response to 
estrogen and progesterone occasionally seen follow- 
ing sympathetic denervation of the uterus. 


PHYSIOLOGY OF THE MYOMETRIUM 


The myometrium of a sexually mature human is 
constantly undergoing spontaneous rhythmic con- 
tractions. Essential to this intrinsic motility is the 
presence of estrogen; in its absence the human uter- 
ine muscle fiber is quiescent. The pattern of human 
uterine motility is now quite well understood. Dur- 
ing the preovulatory phase of the cycle, the uterine 
contractions are of low amplitude, high frequency 
(2-3 minutes) and hypertonic. In the postovulatory 
or progestational phase of the cycle, the contractions 
are more regular, high in amplitude, hypotonic and 
occur at a lesser rate. This intrinsic pattern of 
motility is a result of a humoral influence mediated 
through the hormones. It is not altered by presacral 
neurectomy. 

The number of reported patients who become 
pregnant and carry their pregnancies to term with 
delivery of viable babies following presacral neurec- 
tomy permits the conclusion that this operation has 
little effect upon the contraction pattern of labor. 
The incidence of spontaneous abortion may actually 
decrease. The only deviation from normal is the 
relatively painless first stage, but this is quite varia- 
ble. Many afferent fibers from the lower segment 
of the cervix traverse the broad ligament plexus and 
refer pain to the cerebrum along the sensory spinal 
tracts thus detouring the hypogastric plexus. 


EFFECT OF ELECTRICAL EXCITATION OF THE HYPO- 
GASTRIC PLEXUS UPON UTERINE PHYSIOLOGY 


Uterine muscle contractility was observed in three 
patients during electrical excitation of the hypo- 
gastric plexus during the operation for presacral 
neurectomy. Prior to operation, a small condom 
balloon of 3 cc. capacity was introduced into the 
uterine cavity. This was connected to a No. 6 
ureteral catheter which was in turn connected to 
an ink-writing bellows system which recorded the 
uterine contractions upon the kymograph. The sys- 
tem was filled with saline to a distending pressure 
of 30 mm. of mercury. The recording system was 
set in motion and a continuous recording made 
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throughout the operation. The patients received 
spinal anesthesia, pontocaine® 8-11 mg., the skin 
anesthesia level being kept below the twelfth dorsal 
in all cases. Two of the patients were operated upon 
in the preovulatory phase of their cycle and the 
third one on the twenty-fourth day of a progesta- 
tional cycle, as confirmed by the presence of a 
corpus luteum seen at operation. Following the ad- 
ministration of the spinal anesthetic, all uterine con- 
tractions stopped in patient No. 2, who was one of 
those in the preovulatory phase of her cycle. This 
occurred in spite of the fact that the skin anesthesia 
did not extend above the tenth dorsal segment. 
Uterine motility persisted after spinal anesthesia in 
two patients. Upon opening the abdomen, in both 
cases, there was marked inhibition of uterine mo- 
tility. Following the suggestion of Rubin, based 
upon his observations on the rabbit, the abdominal 
wall was temporarily approximated with towel clips 
and within a few moments uterine motility was re- 
sumed. Upon opening the peritoneum and exposing 
the viscera to air, motility was greatly reduced. The 
presacral nerve was exposed and electrical excitation 
of the nerve employed. The source of electrical 
excitation was from a sixty cycle output with ap- 
proximately 20 volt stimulus. No effect upon uterine 
motility could be seen. The vasomotor response, 
however, was quite striking. A distinct pallor of 
the uterus was observed following electrical excita- 
tion of the hypogastric plexus which persisted for 
some 30-90 seconds after the stimulus was removed. 
A flushing was induced following division of the 
presacral plexus and stimulation of the cut peripheral 
section. Stimulation of the proximal cut section of 
the presacral plexus was followed by no change in 
the color of the uterus. 


EFFECT OF ELECTRICAL EXCITATION OF THE BROAD 
LIGAMENT PLEXUS UPON UTERINE PHYSIOLOGY 


The same two patients employed above were used 
during the same operation for study of the effect 
of parasympathetic stimulation. The parasympa- 
thetics originating in the second and third sacral 
segments reach the uterus by way of the broad liga- 
ment plexus known as the nervi erigentes. In the 
female this is a diffuse plexus scattered throughout 
the areolar tissue at the base of the broad ligaments. 
Like parasympathetic nerves elsewhere the ganglion 
cells are to be found remote from the spinal canal 
in proximity or actually within the organ supplied. 
A small plate electrode measuring 1x2 cm. was 
introduced between the leaves of the left broad liga- 
ment through a 1 cm. transverse incision in the left 
anterior leaf. Effect of excitation of the left para- 
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sympathetic plexus upon uterine muscle contraction 
was immediate and prompt. A mass contraction of 
the uterus followed immediately: upon stimulation. 
During the period of excitation, there was marked 
increase in uterine activity amounting almost to 
tetanic contraction during the period of excitation. 
This hyperirritability gradually subsided over a 
period of 90-150 seconds after withdrawal of the 
stimulus. Although it was the left broad ligament 
plexus that was stimulated the contraction of the 
uterus appeared to be generalized. This would sug- 
gest a “cross-over” in the nerve supply to the 
myometrium. 

No obvious effect on the vasomotor system of 
the uterus was apparent during the period of para- 
sympathetic stimulation. There was no pallor and 
no flushing of the uterus. 


CONCLUSIONS 


(1) The patterns of uterine motility, the non- 
gravid contraction pattern of both the preovulatory 
and postovulatory phases of the cycle, are directly 
under the control of the ovarian steroids, estrogen 
and progesterone. The uterine contractions of labor 
are modified by hormone influence but depend in 
large part upon the intrinsic capacity of the myome- 
trium itself to expel the fetus entirely apart from 
any stimulation received by way of the nerve path- 
ways. 

(2) The sympathetic nerves reaching the uterus 
by way of the hypogastric plexus apparently have 
little effect upon uterine motility. It has been shown 
by electrical excitation that the sympathetic nerves 
are directly related to vasomotor function in the 
uterus and their stimulation induces vascular dila- 
tion but no myometrial contractions. 

(3) The parasympathetic nerve supply to the 
uterus, reaching it by way of the broad ligament 
plexus, apparently has little to do with the vaso- 
motor activity within the uterus but its stimulation 
is followed by marked increase of muscular activity 
of the myometrium. 


(4) Presacral neurectomy relieves the pain of 
dysmenorrhea in part by blocking the afferent path- 
ways from the uterus but the vasomotor mechanism 
controlling the blood flow through the myometrium 
is also modified by the operation and may be a 
factor in pain relief. 


DISCUSSION (Abstract) 


Dr. R. A. Woodbury, Memphis, Tenn.—May I call atten- 
tion to four basic observations which Dr. Bickers has pre- 
sented to us this afternoon. First, spinal anesthesia was ob- 
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served to reduce uterine activity. Second, laparotomy 
causes inhibition of uterine activity. Third, the uterine re- 
sponse to excitation of the parasympathetic nervous system 
is essentially one of increased activity. Fourth, the uterine 
response to excitation of the sympathetic nervous system 
was observed to be essentially a vascular one, and to be a 
constriction of the blood vessels. No change in uterine 
activity was observed. 

These four observations are basic important contributions 
to our knowledge of the physiology of the uterus and merit 
discussion. The observation that spinal anesthesia brings 
about reduction in activity in patients with spinal anesthesia 
and the earlier observations that caudal analgesia generally 
reduces uterine activity at parturition only if labor is not 
definitely established are compatible observations. These 
observations indicate that activity within the central nervous 
system is capable of modifying uterine motility and is 
further evidence that psychic factors influence uterine 
motility. 

The observation that laparotomy inhibits uterine activity 
is an interesting one especially since the uterus lies retro- 
peritoneally and in the pelvis. It demonstrates the impor- 
tance of visceral reflex mechanisms as previously was done 
in the case of the gastro-intestinal tract. Surgeons repeatedly 
observe the initial period of depressed motility of the gastro- 
intestinal tract and of the urinary bladder following ab- 
dominal operative procedures. It suggests some possible 
importance of postural drainage of the uterus following 
certain abdominal operations where there is the possibility 
of genital infection. 


The third observation that excitation of the parasympa- 
thetic nervous system increases uterine activity fully agrees 
with previous observations in humans and animals that 
acetylcholine increases uterine activity. It has been estab- 
lished that acetylcholine is liberated at the peripheral end- 
ings of the nervous system when parasympathetic nerves are 
electrically excited. It is interesting that no evidence of 
vasodilatation was observed at the uterus when these nerves 
were stimulated since acetylcholine is capable of causing 
vasodilatation. However, Soma-Weiss et alii demonstrated 
that the generalized vascular changes in humans were not en- 
countered by intravenous injections of quantities of acetyl- 
choline compatible with the dosages which influenced the 
blood vessels of the dog, cat or rabbit. The human requires 
several hundred fold increase in dosage in order to elicit 
evidence of vasodilatation. 

The fourth observation that excitation of the sympathetic 
nerve fibers supplying the uterus caused constriction of its 
blood vessels but did not: modify uterine activity is not in 
full agreement with our present concepts of the sympathetic 
nervous system and its influence upon the uterus. Excitation 
of these sympathetic fibers should rightfully be expected to 
liberate an epinephrine-like substance at the endings within 
the uterus. It has been demonstrated in animals and hu- 
mans that epinephrine is capable of both an inhibition and 
augmentation of uterine activity. Studies conducted at the 
University of Georgia demonstrated that intravenously 0.001 
mg. of epinephrine per minute inhibited uterine contractions 
in an unanesthetized nonpregnant patient whereas 0.5 mg. 
intravenously of neosynephrine,® a sympathomimetic drug, 
increased uterine motility in this same patient. I realize that 
patients differ and that Dr. Bickers has definite data show- 
ing that stimulation of the sympathetic nervous system did 
not influence the uterine activity. Therefore I wonder how 
these different results should be explained, namely: 00 
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significant action on motility from stimulation of the 
sympathetic nervous system, and inhibition of activity by 
the administration of epinephrine. Possibly answers to the 
following questions would supply the answer to this ap- 
parent disagreement. Could epinephrine exert its inhibitory 
action due to some effect on the central nervous system? 
In patients where epinephrine inhibits uterine activity would 
this response be abolished by either presacral block or spinal 
anesthesia? The vasoconstriction described by Dr. Bickers 
following excitation of the sympathetic nervous system 
agrees with the observation of intense vasoconstriction of 
uterine blood vessels in anesthetized dogs following the 
injection of as little as 0.000,001 mg. of epinephrine into 
the uterine artery. However, this was also accompanied by 
a significant reduction in uterine contractions. 


A few related problems might be raised with the hope 
that Dr. Bickers may come back at some future date with 
studies which may answer some of them. 


Since spinal anesthesia and presacral neurectomy reduce 
uterine activity, what are the effects of these procedures 
upon the hyperirritable uterus where muscle spasm and 
disorganized contractions are present? Would these .pro- 
cedures merely reduce activity or would they change the 
type of activity eliminating the disorganized contractions 
and bring about more normal motility? Another interesting 
study would involve the influence of these procedures upon 
the response of the uterus to distention. I realize that it may 
require not only one year but possibly several years of 
work to supply the answers to these questions but addi- 
tional fundamental investigations similar to those reported 
today by Dr. Bickers should be encouraged. 

Dr. Chester D. Bradley, Newport News Va—Smooth 
muscle is probably the most remarkable of all our body 
tissues. We have no direct control over its function, and 
it is a good thing we have not. Smooth muscle is certainly 
the most ancient of all our tissues. It is the very foundation 
of our present complex body structure. Our earliest verte- 
brate ancestor was probably little more than a cylinder of 
smooth muscle with a protective covering floating in a 
warm primeval sea. Smooth muscle has its own intrinsic 
contractility. Its contractions can be regulated to some 
extent only by the autonomic nervous system, which is our 
most ancient nervous system. The autonomic nervous system 
doubtless developed from a network of primitive ganglia 
and their connecting fibers which were scattered through 
the body of our primitive tube-like sea ancestor. 

The unravelling of the structure and function of the 
autonomic nervous system is one of the most fascinating 
chapters in physiology. It was found that one set of fibers 
(the parasympathetic) augmented the contractions of smooth 
muscle while the other set of fibers (the sympathetic) caused 
smooth muscle to relax. The classic demonstrations were 
in the intestines, the heart, and the lungs. Epinephrine, 
which mimics the action of the sympathetic fibers, was 
found valuable in the treatment of bronchial asthma through 
its relaxing effect upon the smooth muscle of the bronchiole 
walls, 

Because the uterus was a smooth muscle organ, Pierce 
Rucker of Richmond, Virginia, was moved to try epine- 
phrine for the relief of contraction rings occurring during 
labor. He was successful. However, physiologists working 
in the laboratory found that isolated strips of uterine muscle 
suspended in a bath were not relaxed by epinephrine as 
Were strips of intestine. It was, therefore, evident that the 
tifect of the sympathetic fibers on uterine muscle was not 
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the same as on other smooth muscle organs. The fine 
classic concept of the action of the autonomic nervous system 
on the viscera so beautifully worked out on the gut, heart 
and lungs broke down when applied to the uterus. Evi- 
dently the sympathetic fibers had little or no effect upon 
uterine contractions. 

How then can we explain the relaxation of uterine con- 
traction rings during labor by the administration of epine- 
phrine? You will note that when Dr. Bickers electrically 
stimulated the cut ends of the sympathetic nerves to the 
human uterus, he saw evidence of vasodilation; a diffuse 
flushing of that organ. Now this vasodilating effect of the 
sympathetic fibers on the uterus may explain why Dr. 
Rucker obtained relaxation of uterine contraction rings with 
epinephrine. If epinephrine causes vasodilatation of the 
uterus, this means increased oxygen supply to its muscle. 
This increased oxygenation relaxes the contraction ring 
which is a localized tetany. We know that anoxia con- 
tributes to tetany. 

Therefore, it is possible that the apparent relaxation of 
the uterus obtained clinically with epinephrine is due, not 
to a direct effect on its muscle, but to the increased blood 
supply. Epinephrine may cause vasodilatation of the uterus 
which relieves anoxia and thereby relaxes the muscle spasm. 


Dr. Bickers (closing) —Dr. Woodbury’s questions about 
anesthesia and blocking the presacral nerve, and how drug 
effects may be reversed or modified thereby, opens up a 
wide field of investigation. He is already pursuing certain 
aspects of that. 

Epinephrine acts like electrical excitation of the sympa- 
thetic nerve. It may be that this will rationalize and make 
compatible the known epinephrine-relaxing effects upon the 
myometrium and the contradictory excised muscle experi- 
ments where epinephrine does not produce relaxation. The 
explanation which he has given may integrate the laboratory 
and clinical experience with epinephrine. 


VARIABLES IN INDUSTRIAL 
ABSENTEEISM* 


By R. Lomax WELLs, M.D., F.A.C.P.* 
Washington, D. C. 


For purposes of this discussion I should like to 
define a variable in industrial absenteeism as any 
factor which results in a worker’s being away from 
his job. Some of these variables are definite, con- 
crete, easily defined and can be blended into signifi- 
cant analyses of the absentee problem; others are 
not so readily measured and only presumptive con- 
clusions can be made as to their effect on absentee- 
ism. The term industrial absenteeism is all inclusive 
and may be divided into its component parts as 
indicated in Chart 1. 


*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, November 
14-17, 1949. 

tMedical Director, The Chesapeake & Potomac Telephone Com- 
panies, Washington, D. C. 
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Let me point out that involuntary absences due 
to disease or injury, though excusable, are influenced 
as to their duration by many of the variables shortly 
to be listed other than the pathologic changes under- 
lying the specific disease or injury. 

I want to outline for you (without attempting 
to list in order of importance) those variables 
(Chart 2) which I believe deserve consideration 
in evaluating any study of frequency, disability, 
and severity rates among industrial workers. Then 
I would like to give you a closer look at the in- 
fluences of some of these variables on absenteeism. 

This is an imposing list of factors affecting indus- 
trial absenteeism. Some of these lend themselves to 
ready control, others are obviously beyond control. 
Some are major factors, others are minor ones. Em- 
phasis on the major controllable factors should re- 
sult in reduced absence rates. 


THE EFFECTS OF BUSINESS CONDITIONS 


Fig. 1 graphically presents the relationship of 
absence (as per cent of total working time) to 
business conditions. It illustrates what we all know, 
that is, when a worker has money in his pocket 
he finds it easier to stay away from work than when 
he has a feeling of less financial security. This was 
well illustrated during the years of World War II. 
Fig. 2 plots the same situation in terms of frequency 
rates as compared with business conditions while 
Fig. 3 presents the stabilizing effects of layoffs on 
employe groups. 

THE INFLUENCE OF SEX 


The influence of sex is portrayed in Figs. 4 and 5 
and reflects the experience in our companies of an 
18-months study involving 3,891 males and 6,483 
females, a total of 10,274 individuals. Among the 
men there was a steady increase in the number of 
cases per 100 employes from age 25 to 45, with the 
increase being more marked at age 45 and beyond. 
The days absent per case took a decided rise at age 
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45 and continued upward with advancing age. The 
days absent per male employe took the upward trend 
at age 50 and continued upward with increased age 
and service. Among the women the trends were 
higher than in the male group throughout their 
service to age 55 when a sharp upward trend was 
noted and the two groups approximated one another 
in all three rates. The age and sex of the employe 


VARIABLES IN INDUSTRIAL ABSENTEEISM 


(1) The condition of our national economy. 
(2) Environment. 
(a) Where and how the worker lives? 
(b) What home duties does the worker have? 
(c) Under what conditions does the employe work? 


(3) Individual employe temperament and reaction. 
(a) Job loyalty. 
(b) Job incentive. 
(c) Job attitude, toward his job, his employer, his 
fellow employes. 
(d) Employe sense of values. 
(4) Age of employe group. 
(a) In relation to disease susceptibility and nature of 
illness. 
(b) In relation to employe’s attitude toward the job. 
How much does he value job security? 
(5) The attitude of the attending physician toward his 
patient. 
(a) His appreciation of what his patient’s job demands. 
(b) His knowledge of and his attitude toward the 
problems of Workmen’s Compensation. 
(c) His treatment of and understanding management 
of the patient. 
(6) The type of industry. 
(a) The variation in occupational diseases and hazards. 
(b) Seasonal employment. 
(7) The effect of climate and weather conditions. 
(8) The day of the week. 
(a) High absence rate over holiday weekends and on 
Mondays. 
(9) Epidemics and quarantine. 
(10) Recent or impending work stoppages or layoffs. 
(a) Labor-Management relations. 
(11) Urban versus rural workers. 


(a) Large versus small city. 
(12) Government versus private industry. 
(13) Handicapped versus non-handicapped worker. 
(14) Male versus female worker. 
(a) The problem of pregnancy leaves. 
(15) Married versus unmarried workers. 
(a) The influence of home and family responsibilities. 
(16) Clerical versus craft workers. 
(17) The educational level of the employe group. 
(18) The repeater sickness case. 
(19) Day versus night shift workers. 
(20) The influence and effectiveness of the Industrial Medi- 
cal Department. 
(21) The influence of benefit, sickness, pension and hos- 
pitalization plans. 


Chart 2 
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are factors, it can be seen, whose effect on absence 
rates can be roughly predicted and anticipated in 
any employe group. The older the group, the greater 
the frequency, severity and disability rates will be 
in both sexes. Among groups, predominantly women, 


COMPARISON OF 
ABSENCE* AS PER CENT OF TOTAL WORKING TIME 
New York Telephone Company 

with 
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these rates can be expected to be higher at a younger 
age and to maintain a higher average throughout the 
employe’s working experience. 


ABSENCES OF LESS THAN EIGHT DAYS 


Most published industrial absentee statistics are 
based on absences of over 7 days. 

During the summer and early fall of 1943, 
analysis was made of the incidental absent time 
(absences of seven or less days duration) in certain 
sections of the Chesapeake and Potomac Telephone 


NESS CONDITIONS IN NEW YORK STATE 
4 20% 
\ Company (Washington, D. C.). In the Traffic De- 
an! ‘0% | partment, during the months of June, August and 
s Za September, records were kept covering 661 women, 
=\ ‘ eusiness 7/7 Lo and in the Plant Department 1,557 men and 271 
a \\ 10% | women, a total of 2,489 employes in the three groups. 
\ / The incidental time lost in per cent of employe 
7 | days during these periods was: 
| 30 "33 36 37 "38 39 40 41 1942 Plant department men 1.12 per cent 
wal a. NON-DISABILITY ABSENCE Plant department women 3.24 per cent 
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The reasons for the absences are shown in Table 1. 

It will be noted that the absences which were not 
requested or explained were a small proportion of 
the total and, as may be expected, the reason for the 
highest percentage of absence was sickness. 

Sickness.—Analysis of the types of sickness cases 
is shown in Table 2. 

The term “miscellaneous” is used to cover an 
assortment of ailments including anemia, rheuma- 
tism, teeth and other conditions, each of which 
caused a relatively small percentage of the total 
sickness cases. 

It is probable that many absences with sickness 
as the reason could have been avoided through 
supervision alert to the physical condition of the 
employe and through better use of the facilities of 
the Medical Department, as well as through the 
expansion of medical facilities. Many of the cases 
for which sickness is given as the cause may not 
have been bona fide sickness or, even if so, should 
not have entailed lost time. 

Home Duties.—These include caring for children 
and the home in the absence of a maid and for 
sickness and death in the family. Under this cause 
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13.1 per cent or 392 days were lost in the Traffic 
Department and 7.4 per cent or 138 days were lost 
in the Plant Department. 

Transportation.—A small percentage of the days 
lost were accounted for under this heading. 

Unrequested and Unexplained Absences.—These 
cases, as indicated, were few in the Traffic Depart- 
ment and those who were absent without leave lost 
3.2 or 72 days. In the Plant Department, 2.7 per 
cent or 51 days were lost. 

Plant Department Outside Workers versus Inside 
Workers.—Absence of outside workers was 0.91 per 
cent of the employe days while for the inside workers 
the days lost were 1.3 per cent of employe days. 

Supervisors versus Nonsupervisors.—tin the Plant 
Department the supervisors comprise 10 per cent 
of the force and during the period they lost 4 per 
cent of the days. The days lost and per cent of 
employe days for the supervisors was 0.63 per cent 
and for the nonsupervisory employes 1.52 per cent. 

In the Traffic Department the supervisors com- 
prise 16 per cent of the forces, and lost only 6.5 per 
cent of the total time, while the nonsupervisory 
people comprise 84 per cent of the force and lost 
93.5 per cent of the total time. 


Traffic Plant Effect of Periods of Assignment (Traffic Depart- 
ment).—The Traffic study based upon “Trick 
VLEs Lengths Assigned and Missed” is shown in Table 3. 
Reasons for Absence acA ZA< 
Requested or explained absence " ‘ 
Sickness... 66.9 1,662 65.4 ~—'1,228 
I 12.1 261 18.4 343 Period Assigned of Days of Days 
Home duties 392 7.4 138 36.4 31.3 
2 6 Afternoon 27.4 29.1 
Pending transfers, resignations. 3.0 109 Evening _. 7 32.8 35.5 
1.5 38 6.0 113 Night —.... 7 — 41 
Unrequested and ae 
unexplained (A.W.O.L.) 3.2 72 2.7 51 100.0 100.0 
100.0 2,540 100.01, 872 
Table 3 
Table 1 It is to be expected that the periods which are 
considered by the employes to be the least desirable 
Sickness Causes Traffic Plant would be the ones in which the majority of the losses 
Respiratory 22.4 would occur. 
Married-Single. — This condition evidently had 
ae _ ee 29 _ little effect upon absence as shown in Table 4. 
Infections 3.2 6.9 — 
Stomach disorders —.... 12.8 17.4 Traffic Plant 
Appendicitis 6 6.3 Status Absent Employes Absent Employes 
Miscellaneous 24.0 50.3 51.3 54.4 57.0 
100.0 100.0 Single _. 49.7 48.7 45.6 43.0 
Table 2 Table 4 
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Table 5 shows the possible effect of the lengthened 
work week upon incidental absence; as the work 
week lengthened the per cent of absence tended to 
increase. 

The above analysis indicates several outstanding 
facts and conclusions as follows: 

(1) Any corrective measure should be applied to 
the entire personnel rather than to any specific 
group, such as short service employes, single or 
married women, and so on. 

(2) Sickness causes the majority of losses. Sick- 
ness may or may not be real. The fact that super- 
visors have fewer sickness cases and that their cases 
are of shorter duration suggests that nonsupervisory 
employes, through education and training, may be 
given the same appreciation of their responsibility 
to eliminate unnecessary absences as that possessed 
by the supervisors. 

(3) The medical facilities of the company should 
be more extensively used by the employes and the 
counsel and advice of our company physicians 
should be used more frequently and more promptly 
by the supervisors. These facilities should be broad- 
ened by the greater use of registered nurses in super- 
vising sickness absences and in detecting potential 
sickness cases on the job. 

(4) Through education, training and more in- 
tensive supervision the employe’s appreciation of his 
responsibility for absences should be emphasized 
and his help should be solicited for improvement of 
the situation. 


AGE FACTORS INFLUENCING ABSENTEEISM 


The influence of the degenerative diseases on sick- 
ness frequency, severity and disability rates becomes 
a greater factor the older the working group be- 
comes. On the other hand, loyalty and job attitudes 
as well as attitudes toward fellow workers keep a 
measurable group of older people on the job when, 
from the point of view of their health, they might 
well be away from their jobs. This may be a factor 
in increasingly long disabilities rather than frequent 


EFFECT OF LENGTHENED WORK WEEK 
(TRAFFIC DEPARTMENT) 


Average Days 
Worked Per Em- 
ploye Per Month 
Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. May June 
Over S-day week. 0.3 0.7 0.3 0.6 1.0 1.1 1.6 2.0 2.8 2.2 
Per cent average 
y increase 
absence _..... 3.9 5.3 5.2 5.4 6.6 6.3 5.6 5.6 6.2 6.0 


Table 5 
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short-term absences among this group. Job pride 
normally increases with lengthening service and 
proper recognition and advancement for merit. How- 
ever, assumed privileges because of length of service 
probably contribute in some small measure to ab- 
sentee frequency rates. The balance between the two 
is difficult to measure. 


ATTITUDES 


May I, at this point, discuss with you the ques- 
tion of attitudes and their effect on absenteeism? 
An attitude is defined as a readiness to react to or 
interpret a situation in a particular way. Attitudes 
may be favorable or unfavorable and often override 
facts. Unfavorable attitude overriding a fact may 
certainly be a factor in absenteeism. I have seen it 
in operation and I am sure you have. At the base 
of attitudes are motives. Economic security, per- 
sonal (emotional) security, recognition or status, 


‘self-expression, self-respect are the major motives 


for which the job should provide some satisfaction 
(the emphasis varying with individuals). Those 
things which tend to satisfy our motives, or which 
we see as satisfying our motives, develop favorable 
attitudes. Those things which block our motives or 
which we interpret as blocking our motives, develop 
unfavorable attitudes. Attitudes, then, are the net 
result of experiences over a period of time, or how 
we interpret our experiences. Frequently, however, 
they develop as a result of some experience such as 
an unsettled grievance. Some attitudes are influ- 
enced by the opinions of some especially respected 
person, such as the boss, a natural leader, and are 
more likely to be influenced by a person who we 
feel best represents our interests. The influence of 
a good boss is of especial significance here. And 
so, it behooves the big boss and the little boss, and 
particularly the little boss who directly supervises 
the worker, to concern himself with developing 
healthy employe attitudes. One of the dividends will 
be paid in reduced nonsickness absenteeism. 


ENVIRONMENTAL FACTORS 


The broad term “home duties” presents us with 
a big problem. What can industry do in the group 
that loses time from work because of an illness in 
the family with no one but the employe to care for 
the sick, because of the care of small children, or 
an aged parent or because days are needed to shop 
or clean house, or plant the garden, and who reports 
such an absence as due to personal illness? What 
can we do where marital and domestic problems 
produce anxiety and tension states? Our “sickness” 
absenteeism statistics are colored by these personal 
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factors. Should industry pay sickness benefits to 
an employe agitated and upset because she has an 
alcoholic husband and who stays away from her job 
because of her situational reaction? These people 
need help, but are they really helped by a plan that 
pays them for being unable to face realities? These 
problems are real and are increasing. The fact that 
more people stay on the job despite these factors 
when business conditions are poor makes me wonder 
if too great a degree of altruism really helps the 
individual. This problem is greater in the city than 
in the rural areas; it is greater in the larger cities 
than in the smaller ones. 

Variations in sickness plans among industries in 
a single community pose a problem. We see it in 
Washington where the government worker uses a 
higher percentage of sick leave than in private in- 
dustry. The most frequent abuses of sick leave 
occur immediately preceding or immediately follow- 
ing a week-end, especially a holiday week-end. 


THE INTERRELATIONSHIP OF THE PERSONAL AND 
THE INDUSTRIAL PHYSICIAN 


The private physician at times unwittingly con- 
tributes to increased severity rates by failing thor- 
oughly to evaluate a situation and suggesting to his 
patient that he take a month or two away from the 
job as the primary therapeutic measure. At times 
this is good treatment, but it is poor when it en- 
courages the patient to run away from a problem 


(1) Whether membership in the sick benefit organization 
is compulsory or voluntary. 

(2) Age limits for membership. 

(3) Whether or not membership depends upon a certain 
length of employment. 

(4) Whether or not certain occupations debar from mem- 
bership. 

(5) Whether or not chronic disease debars from member- 
ship. 

(6) The resources of the benefit organization. 

(7) Effectiveness of claim supervision. 

(8) Methods of administration of sick benefits. 

(9) The average wage of the insured, and the per cent of 
wages paid in sick benefits. 

(10) Personal equation of the sick worker. 

(11) The waiting period. A waiting period at the beginning 
of disability, usually seven days, stipulates that cases 
of less than a certain length may not be certified for 
benefits. Hence such cases are not in the records. 

(12) Retroactive payment of benefit for the waiting period 
if the illness produces incapacity of more than a spe- 
cified period. 

(13) The period of maximum benefit. Cases of disability 
are usually closed after a certain number of weeks has 
elapsed. 
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and not to face realities. It loses sight of the un- 
questioned value of occupational therapy, the effect 
of being on the job and not being idle. I confess 
skepticism and concern when a sickness certificate 
from a private physician gives a “diagnosis” of 
“fatigue” or “nervousness.” These are symptoms, 
not diagnoses. I cannot help but question these 
cases: why the symptom, what can be done about 
them, should the employe be on or off the job? 
Finding the answers to these and similar questions 
is a definite challenge to the industrial physician. 
The answer is brought closer to hand where the 
personal physician and industrial physician candidly 
discuss their mutual problems in the light of seeking 
a solution to the employe’s problem. In so doing, 
absentee rates should be favorably affected. 


COMPARABILITY OF RATES 
THE INFLUENCE OF WELFARE PLANS 


The impact of sickness benefit and pension plans 
and group hospitalization on our industrial economy 
is apparent to anyone who reads his daily newspaper. 
The effect of these plans on our economy and on 
absentee rates will vary with the differences in the 
provisions of the several plans. Gafafer has listed 
the factors noted in Chart 3. 

The length of the waiting period before eligibility 
to benefits offers one measure of expected effect and 
is graphically shown in Fig. 6 representing the higher 
frequency rates in both male and female groups of 
eligible (over 2 years’ service) employes as com- 
pared with the noneligible (under 2 years service) 
group over a span of twenty. years in one of the 
Bell System Operating Companies. 

This is a situation that must be faced, but to allege 
malingering to the extent that might be indicated 
by the increase in sickness incidence immediately 
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upon the attainment oi eligibility would be jumping 
at a questionable conclusion. Many factors have a 
bearing on the quoted statistics. First, accurate data 
with respect to employes with under two years of 
service is more difficult to secure than for those of 
over two years of service and eligible to benefits. 
Resignations at the onset of illness or during the 
first week of illness are not unusual where there is 
no eligibility to benefits. 


The second factor is introduced through the em- 
ployment procedure requiring preplacement physi- 
cal examinations whereby we are endeavoring to 
employ only such people as are physically fit at the 
time of employment and show promise of good 
health in the future. When the employe enters the 
two to five years of service group we do not have 
the advantage of this selective process. 


A third element is also present. When no benefits 
are paid, economic pressure frequently results in 
employes reporting for duty before they are fully 
recovered from certain illnesses when it would be to 
the company’s advantage and a protection to other 
employes if they remained at home for more com- 
plete convalescence. 


A fourth factor is found in the common knowl- 
edge that correction of defects of an elective nature 
is frequently delayed until eligibility to sickness 
benefits has been achieved. 


THE PROBLEM OF THE REPEATER CASE 


And finally let us recognize the impact of the 
“repeater case” on our sickness records and see how 
greatly it can distort the sickness incidence rate for 
a comparatively large group of people. The experi- 
ence of the Hawthorne Works of the Western Elec- 
tric Company is one in point where it was found 
in a 5-year study that: 


1, Forty-four per cent of the employes had no benefit 
absences during their entire period of service. 

2. Forty-three per cent of the employes had fifty per cent 
of all the sickness benefit absences incurred during the 
total service of the 1939 population. 

3. Thirteen per cent had incurred the remaining fifty per 
cent of the benefit absences contracted by all employes. 


It is apparent that the real problem was with 
thirteen per cent of the employe group and that 
tighty-seven per cent was not given to an unusual 
amount of sickness. 


SUMMARY AND CONCLUSION 


_ Variables affecting the measurements of absentee- 
‘sm rates in industry have been outlined. The effects 
of some of these have been discussed and the hazards 


WELLS: VARIABLES IN INDUSTRIAL ABSENTEEISM 899 


of comparing rates under different welfare plans 
were reviewed. 


It should be apparent that all data must be re- 
corded uniformly, analyzed carefully and interpreted 
with caution if a really effective program for the 
prevention and control of absenteeism is to be formu- 
lated. 


DISCUSSION (Abstract) 


Dr. Robert A. Kehoe, Cincinnati, O—A comment may be 
made concerning time lost in nonoccupational illnesses, in 
relation to the problem of the medical determination of the 
nature of the illness. 


I had second-hand knowledge of a situation, some years 
ago, in which a nonoccupational sickness benefit plan op- 
erated in such a way that the decision with respect to any 
individual’s illness and his being entitled to absence on 
account of illness, was made solely by his family physician. 
The report came in as a certificate from the family physi- 
cian, to the effect that the individual was justifiably absent 
because of illness. 


There was also a complicating factor in this plan, in that 
the benefits available were such that the individual who was 
on leave because of illness was compensated practically to 
the extent of his compensation if he had remained at work; 
so there was every factor to encourage the individual to 
yield to his disinclination to work, perhaps on account of 
minor illness, inconvenience, or perhaps because of the 
opening of the hunting or fishing season. 


In any case, in this instance, the cost of the benefits 
gradually rose to the point where they were about 12 per 
cent of the payroll of the group entitled to them. At this 
point heroic corrective measures had to be undertaken. 


I cite the incident in connection with the adequate ad- 
ministration of these programs on the basis of disinterested 
medical opinion. It would interest me to know the means 
by which eligibility for benefits under the sickness plan is 
established in the situation discussed in the present paper. 
I assume that the program was based on the decision of a 
physician who had responsibility for the medical aspects 
of the plan. It would seem that such plans have to be so 
administered. 


Dr. Wells (closing)—Dr. Kehoe, I am glad you raised 
that point, because I skipped over it deliberately. I had 
prepared a paragraph bearing upon the relationship between 
the industrial physician and the private practitioner of 
medicine, but omitted it for lack of time. 


We are very fortunate, in our community, in enjoying 
a particularly nice relationship with the medical men in the 
community. Our statistics are set up on the basis of sickness 
absence of over seven days. The private practitioner certifies 
that his patient is sick. The majority of these certificates 
never reach my personal attention. They are filtered 


through, so to speak, by a graduate nurse who has been 
with us for about twenty years, and who has come to 
recognize those cases that are problems and those that are 
not. She recognizes that one illness averages approximately 
so much absent time and that another illness has a different 
average absent time. If there is a problem involved from 
her point of view, she then presents it to me, and I, in turn, 
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if I am not satisfied, discuss it with the employe’s personal 
physician. 

I think that is what we should do. After all, the em- 
ploye is a personal patient of the private physician, and we 
cannot expect him to know all the things about our par- 
ticular industry that we know. Our primary premise is that 
he is an honest man. We do not call him up because we 
think he is dishonest, but because we have a perfectly 
legitimate difference of opinion, and by talking to him we 
can thrash it out. 

Sometimes he sees my point of view, and sometimes I 
see his, because he has some facts that I perhaps do not 
have, or I have some facts that perhaps he does not have. 
I think that the more those of us who are doing industrial 
medicine do this sort of thing, the better records we shall 
have, and the happier the relationship with the medical men 
in our community will be. That heritage was passed along 
to me by my predecessor and I have been very grateful to 
him for it. 


FOLLOW-UP PROBLEMS ENCOUNTERED IN 
THE 1948 POLIOMYELITIS EPIDEMIC 
IN NORTH CAROLINA* 


A BRIEF DESCRIPTION OF PROCEDURES ADOPTED TO 
MEET THE PUBLIC HEALTH ISSUES INVOLVED 


By GrorcE M. Cooper, M.D.‘ 
Raleigh, North Carolina 


The first point that I want to emphasize as of 
the greatest importance whenever and wherever an 
epidemic of infantile paralysis occurs is that the 
chief problem is money, or rather the lack of it. 
The physicians and public health officers in any 
state where a polio epidemic has occurred within 
the last few years readily understand that it is one 
of the most expensive problems to be encountered 
in any public health department. The North Caro- 
lina representative of the National Foundation for 
Infantile Paralysis made a statement in a public 
meeting on these problems in our state last year 
which struck me with considerable force. His state- 
ment was that when a polio epidemic occurs in a 
state, the problems presented are too big for any 
one organization to handle alone. I wish in the 
beginning of this paper to emphasize the necessity 
for cooperation by all the volunteer agencies par- 
ticularly the National Foundation, the State Board 
of Health and especially its Division of Maternal 


*Read in Section on Public Health, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County Medi- 
= iety of Northern Kentucky, held in Cincinnati, November 14-17, 
1949. 

*In the preparation of this paper, I have been indebted to Dr. 
Stevick, the epidemiologist, to Dr. Norton, the state health officer, as 
well as to various orthopedic surgeons and to the physical therapists 
and nurses in our department. 
tNorth Carolina State Board of Health, Raleigh, North Carolina. 
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and Child Health and Crippled Children, together 
with representative elements in the medical pro- 
fession, the work of physical therapists, pediatricians 
and health officers and the nurses in the local health 
departments wherever the epidemic hits. And above 
all, it is necessary to have the unselfish and energetic 
leadership of the hospital management in strategic 
sections of the state. If the situation in any state 
is to be intelligently handled to the general satisfac- 
tion of all concerned, it can be accomplished only 
under the leadership provided by the Crippled Chil- 
dren’s Department and the Epidemiological Depart- 
ment of the State Board of Health. 

North Carolina has suffered considerably from 
the outbreaks of polio during the past few years. 
Dr. C. P. Stevick, the state epidemiologist, has pre- 
pared for the author an interesting summary of the 
North Carolina poliomyelitis morbidity statistics for 
1948, and followed by the number of poliomyelitis 
cases, the death rates from 1934 to 1948, that is 
presented in a table at the conclusion of Dr. 
Stevick’s statement which I herewith quote: 


“During the year 1948, a total of 2,516 cases of poliomye- 
litis was reported to the State Board of Health as occurring 
within the year. This is the largest number of cases ever 
recorded for the state for a single year. Based on an esti- 
mated population of 3,798,000, the attack rate was slightly 
more than 66 cases per 100,000 population. An idea of the 
extent of the epidemic can be obtained by noting that in 
1944 and 1935, our two previous epidemic years, the attack 
rates were 23.0 and 21.3 respectively. 

“The seasonal peak was reached during July, with a total 
of 869 cases having their onset during that month. The 
accompanying chart shows the daily incidence of cases for 
1944 and 1948, beginning May 1 and going through Novem- 
ber 27. Table 1 shows a monthly comparison of the 1948 
cases with the two prior years. 


POLIOMYELITIS CASES BY MONTH OF ONSET, 
NORTH CAROLINA 1946-1948 


Month 1946 1947 1948 
10 294 
62 139 
40 33 
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“Of the 1948 cases, 46 per cent occurred among children 
under 5 years of age, 28 per cent were in the age group of 
5-9 years, 13 per cent 10-14 years, and 13 per cent were 
15 years and older. Compared with previous years this 
represents no significant change in the age distribution. 


“A rural-urban comparison reveals that 34 per cent of 
the total cases occurred in urban areas and 66 per cent in 
rural areas. 


Cases Per Cent of Total 
Urban 860 34 
Rural 1656 66 


“Observing the color breakdown, the 1948 morbidity rate 
for the white population continues to be higher than for 
the colored. It may also be noted in Table 3 that in 
1935 the white rate was approximately one and one-half 
times the colored rate; in 1944 it jumped to around four 
times the colored rate, and in 1948 the white rate was more 
than three times as great as the colored. 


“The case fatality rate for 1948, on the basis of 2,516 
cases and 143 deaths, stands at 5.7 per cent. A study of the 
case fatality rates for the 15-year period 1934-1948 reveals 
a very irregular, but definitely downward trend. One inter- 
esting observation is that the three epidemic years are in- 
duded in the years having the six lowest case fatality rates. 


It will be noted from Table 4 that in the four- 
teen years, 1934 to 1948, inclusive, a total of 5,397 
cases were reported. The worst epidemic of all of 
them, however, was in 1948. The outbreak in 1944 
was concentrated in a few counties with intense 
force. At that time we were not prepared in any 
way for such an outbreak. With one exception, 
every hospital in the state refused to take the acute 
cases. The National Foundation came to the rescue 


AGE DISTRIBUTION OF POLIOMYELITIS CASES, 
NORTH CAROLINA 1935, 1944, AND 1948 


Per Cent Per Cent Per Cent 
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and established a temporary emergency hospital at 
Hickory, North Carolina. This had as many as 150 
patients at one time in the institution. In my judg- 
ment, there has never been in this country a better 
example of efficient handling of an epidemic striking 
with such force as that one. The polio Foundation, 
together with aid from the Red Cross, the state 
board of health, and the local city and county, pro- 
vided a staff of specialists including nurses, physical 
therapists, pediatricians, orthopedists, and so on. The 
mortality from a total of 861 cases was only 40 
deaths, or a death rate of 4.6 per hundred cases, 
one of the low records in a virulent epidemic. The 
State Orthopedic Hospital took cases at that time 
up to its capacity and one hospital in Charlotte was 
the only general hospital in the state that could take 
any cases. The experience we had there at that time 
taught us a lesson which we will not soon forget and 
that is that the most important fact to be considered, 
next to getting the money to pay for it, is to be 
prepared in advance for any follow-up work neces- 
sary. As a result of the conditions which we had 
to confront in 1944 as soon as that acute situation 
was behind us, we held a conference with the state 
representative of the polio Foundation and we agreed 
upon the following procedures: we selected a group 
of hospitals in the state which met the requirements 
of such an epidemic insofar as physical facilities and 
staff personnel was concerned. We then approached 
the managers of these hospitals to ask them to 
canvass their facilities and advise us of the maxi- 
mum number of cases in case of an epidemic that 


NUMBER OF POLIOMYELITIS CASES, DEATHS, AND DEATH 
RATES, 1934-1948 


1935 1944 1948 p Deaths Per 
Age Group (675 Cases) (681 Cases) (2516 Cases) Year Cases Deaths 100 Cases 
50 34 46 1934 45 17 37.8 
5-9 years 28 35 28 1935 675 72 10.7 
10-14 years 9 17 13 1936 52 18 34.6 
15 and over 13 14 13 1937 106 27 25.5 
1938 50 15 30.0 
o's 1939 116 13 11.2 
1940 14 16 21.6 
1941 168 18 10.7 
1942 82 12 14.6 
WHITE AND COLORED POLIOMYELITIS ATTACK RATES, 
NORTH CAROLINA 1935, 1944 AND 1948 1943 36 16 44.4 
1944 861 40 4.6 
Rate Per 100,000 Residents 1945 159 13 8.2 
Year White Colored 1946 157 16 10.2 
ms 23.2 14.7 1947 300 21 7.0 
 ... 29.0 7.1 1948 2516 143 5.7 
$1.5 25.3 Total 5397 457 8.5 
Table 3 
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they could handle. The result was that when the 
terrible epidemic of 1948 broke with sudden fury, 
the physicians throughout the state could immedi- 
ately call the local health officer who in turn re- 
ported it to the epidemiological department of the 
state board of health and to the headquarters of the 
polio Foundation and patients were routed to the 
most accessible hospital without any delay whatever. 
This enabled the responsible agencies of the state 
to see that the patients were properly and promptly 
placed wherever all necessary care possible would 
be provided. When the crowded conditions in all 
hospitals in 1948 are considered, the result was 
remarkable. No case lacked for a bed and proper 
treatment, whether the stay was long or short. An 
emergency arrangement was made at Camp Sutton 
to reopen the infirmary there used by the War De- 
partment Medical Division during the war and a 
new hospital was constructed by local people at 
Greensboro. These two institutions, financed so far 
as the payment of cases was concerned by the polio 
Foundation, assured hospitalization for all cases 
needing it. The people of Greensboro spent more 
than a half million dollars to build and equip a new 
convalescent hospital there as just mentioned. Fol- 
low-up for the acute cases was therefore provided. 
At Asheville a convalescent orthopedic home was 
devoted exclusively to care for polio cases, having 
at times more than 100 patients. 


I want to emphasize again the problem all through 
has been securing funds to pay for these expensive 
procedures. Where the state board of health and the 
Crippled Children’s Department have contributed 
the best service to the enterprise so far has been in 
the field of follow-up care for children being sent 
home or sent to special institutions in the various 
localities. We found at first that cases were being 
discharged like ordinary cases from the hospitals. 
As soon as the attending physicians decided that a 
patient could be discharged, they were taken to the 
door and told good-bye just like any other patient, 
so far as the hospital management was concerned. 
Our department worked out in connection with the 
other agencies involved a few simple instructions 
which we had mimeographed. Among the instruc- 
tions was that the patient was to report immediately 
to the county health department on arrival home 
so that a nurse from the health department could 
be dispatched to examine conditions at the home 
and to render any professional aid necessary. An- 
other item of important instructions was that the 
case was to be advised to visit the nearest monthly 
regular orthopedic clinic for crippled children con- 
ducted jointly by the state department of health and 
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the vocational rehabilitation department of the divi- 
sion of education. We have in the state about thirty 
clinics conducted for the most part on a monthly 
basis. These patients were advised to take the child 
to the clinic of their choice, being given a list of 
the time and places that the clinics were held. This 
system has worked very satisfactorily. The chief 
problem encountered, however, has been for the 
cases requiring prolonged stay in a hospital or con- 
valescent home. The per diem, as everyone knows, 
at the present time is almost prohibitive. It requires 
an immense amount of money. It has crippled our 
department a great deal and dislocated much of our 
routine machinery for the work for crippled children 
in that the requirements of the polio cases have 
overwhelmed us financially. The polio Foundation 
through its local chapters everywhere that they have 
sufficient funds have helped out. The fact is, they 
have had to carry so far the bulk of the financial 
responsibility, but being a voluntary organization 
and without other resources except voluntary con- 
tributions, they have naturally been short of funds 
in many instances. 

In my judgment, based on long experience in this 
field, the most expensive part of the program both 
for treatment of acute cases as well as follow-up is 
the excessive cost of hospitalization. The problem 
from a humanitarian as well as professional stand- 
point remains to devise some method of getting the 
patients out of an expensive hospital as early as 
possible. This must of course be considered a prob- 
lem for each individual case and assurance must be 
provided that the patient will not only not suffer any 
adverse consequences but will be materially bene- 
fited by getting out of the hospital. We have been 
advised by the orthopedic surgeons in our state, or 
a majority of them, in a regular meeting sometime 
ago that one practical method would be for our 
department to provide physical therapy clinics, either 
weekly, twice a month or monthly, but for the most 
part these clinics should be established on a weekly 
basis, this to be done in localities where a sufficient 
number of cases had developed so that they could 
be sent home, and a physical therapist could meet 
with the children and give the proper exercises and 
care necessary where hydrotherapy was not involved. 
The physical therapist also must be responsible for 
seeing that the parents of children or the attending 
relative of older cases could carry out instructions 
for providing physical therapy exercises. The pa- 
tients of course were advised to report promptly to 
one of the monthly clinics so that the question of 
braces, orthopedic supports, and so on, could be 
carefully appraised and advised by the attending 
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orthopedic surgeon, the pediatricians and others 
responsible. 


We have at present two physical therapists who 
make the circuit as necessary. Whether or not this 
is to be a material solution, I do not know. I should 
like to quote from two of our experienced orthopedic 
surgeons with reference to this particular question. 
As just stated, the practicing orthopedists of North 
Carolina held a meeting a few weeks ago in which 
they advised procedures as just described, that is 
sufficient physical therapists to meet with the people 
in given communities on a weekly basis which we 
are undertaking to do. It was my understanding 
then and now that the recommendation was unani- 
mously made at the meeting of orthopedists. I am 
quoting a letter from Dr. Julian E. Jacobs of the 
Miller Orthopedic Clinic of Charlotte along this line: 


“Dr. Roberts and I have been discussing the past epidemic 
and came to this conclusion, that early dismissal of post- 
polio convalescent patients to their homes, with instructions 
to the parents, seems to offer no more crippling aftermath 
than those cases which we treated at Sutton for quite some 
time. 

“T have been discussing this with our various nurses in 
public health, and other doctors, and feel that we should 
keep this in mind for future epidemics, inasmuch as we 
are now currently worried with the loss of funds, par- 
ticularly as a result of this polio epidemic. 

“It has been Dr. Roberts’ feeling, and I have seen these 
cases, which have been checked by the same physiotherapist 
each time, that these children continue to do well and cer- 
tainly showed as good a recovery as those we treated over 
a longer period of time at Monroe. 


“This is merely for the records and for us to keep in 
mind in the future.” 


Dr. Jacobs mentioned in this letter Dr. W. M. 
Roberts, medical superintendent of the State Ortho- 
pedic Hospital at Gastonia, North Carolina, and 
incidentally he is Chairman of the Section on Ortho- 
pedic Surgery in the Southern Medical Association, 
and holding a meeting at this hour in another part 
of town. I wrote Dr. Roberts on receipt of Dr. 
Jacobs’ letter setting forth his views as to the value 
of safety of early discharge and the value of physical 
therapy treatment. Dr. Roberts very cordially re- 
plied and agreed for me to quote his letter in this 
paper. The following is Dr. Roberts’ letter: 


“I believe that we men of the older school have probably 
sent patients home considerably earlier than has been the 
custom in the more recent epidemics. Some day, I hope that 
it may be possible through a grant of some type to make 
4 comparative study and determine just how much physical 
therapy is of benefit. Following the epidemic of last summer 
we had the majority of our cases out of the hospital by the 
first of December. A number of these, of course, we trans- 
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ferred to other institutions for the sake of having them 
closer to home, and in other cases for proximity to respira- 
tors, and so on. Of this great number of cases which were 
dismissed to home care with instructions to the parents, we 
did not feel that it was necessary to readmit any while we 
were following them at monthly intervals in the clinic. I 
made a point of having the same physical therapist evaluate 
their progress as with clinic cases who had followed them 
on the ward. In no case did she feel that readmission was 
necessary, but that in the majority of instances these children 
had improved under home care. 

“Some way and some how, it seems to me that the ter- 
rific expense of meeting this polio situation must be com- 
batted. None of us wants any of these children to suffer 
for lack of care, but just what constitutes ideal care cer- 
tainly has not been determined as yet.” 


To summarize the above conclusions, in my opin- 
ion Dr. Roberts is right that a comparative study 
to determine just how much physical therapy is of 
benefit is necessary before definite and permanent 
conclusions can be drawn. I wish that from our 
experience I could offer better assurance of a solu- 
tion to the various problems than I have been able 
to do but it must be remembered that there is gen- 
erally no royal road to riches and so I leave the 
matter with those of you who have had or will have 
such problems to meet sooner or later. 


THE CURRENT STATUS OF FILMS 
IN MEDICAL TEACHING* 


By R. P. Watton, M.D. 
Charleston, South Carolina 


A few years ago there were particularly high 
expectations of an intensive application of teaching 
films in the medical school program. The experi- 
ences of World War II had convincingly demon- 
strated the effectiveness of this medium at the level 
of technic training. Adaptation of this medium to 
the problems of medical education has not been so 
rapid as might have been expected. This is un- 
doubtedly due in large part to the fact that even 
the most promising improvement in teaching meth- 
ods is necessarily affected by the unanticipated 
degree of economic stringencies now common to all 
phases of medical education. Nevertheless, there 
have been significant items of progress in the past 
few years and there is good expectation that teach- 
ing films will reach a status commensurate with 


*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Forty-Third Annual Meeting, Auspices 
Campbell-Kenton County: Medical Society of Northern Kentucky, held 
in Cincinnati, November 14-17, 1949. 


*From the Department of Pharmacology, Medical College of South 
Carolina, Charleston, South Carolina. 


igh 
r 
Ss 
‘ 
0 —— 
| 


904 SOUTHERN MEDICAL JOURNAL 


their full capabilities. Expectation should not go 
beyond the acceptance of this medium as simply 
one of several tools capable of useful application in 
this field. 


Continued experience has lead to a clearer recog- 
nition of the precise type of usefulness of films and 
a better definition of the several categories in which 
they fall. Some of these will be briefly reviewed 
here. 


One of the most obvious applications is the teach- 
ing of skill technics, the “nuts and bolts” films of 
vocational training. An analysis of the procedures 
of physician training will disclose a significant per- 
centage of time given to this type of instruction in 
virtually every subject which is presented. It may 
make up a substantial fraction of any lecture, lab- 
oratory exercise or clinic demonstration. By ordi- 
nary methods it is often presented with low effective- 
ness and commonly diverts the resources of in- 
structors which could be better directed toward 
presenting ideas and concepts at a higher intelli- 
gence level. This is the area where the 5- or 10- 
minute film makes a particularly valuable contribu- 
tion. Such a film can use all the advantages which 
come from the opportunity of selecting perform- 
ances or views as well as the technical devices of 
magnification; time compression or extension; over- 
lapping images; split-field images, and so on. 


Another important area of application is in the 
presentation of phenomena of motion, using thus 
the one unique capability of film. This latter feature 
should be self-evident but often appears to be over- 
looked in view of the high proportion of printed 
matter and still photos which appear in some of the 
current film offerings. There are many processes 
of motion which cannot be fully added to the stu- 
dent’s understanding by simple spoken or printed 
description. In fact, many important dynamic 
phenomena are ordinarily presented in only a very 
limited dimension. For instance, it may be con- 
sidered that the microscopic slide has occupied an 
unmerited fraction of student attention. Certainly, 
the past has seen considerable preoccupation with 
local artefacts and diagnostic minutiae peculiar to 
the fixed slide while the present application of film 
technics to living tissue is bringing before the stu- 
dent significant mechanisms previously unrecog- 
nized. 


Another categorical area of film use is based on 
its effectiveness in broadening the visual experience 
of the student beyond the laboratory experiments 
and clinical cases locally available. This is a prov- 
ince where the film has no special monopoly but 
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simply provides a convenient means of showing 
many views quickly with the additional advantage 
of motion characteristics. 


The animated diagram is peculiarly a technic of 
film presentation and many seem to consider it one 
of the most useful of teaching tools. My personal 
reaction to the contrary places this as a technic with 
a low order of usefulness in the medical curriculum. 
It has some value as a supplement to pictorial 
presentations of movement but when used alone 
usually offers little that could not be obtained 
through a few still diagrams. Many of the anima- 
tions now being offered as teaching material have 
no merit other than appearing to make the subject 
more interesting by progressively shifting attention 
to what is too commonly simple printed outline 
material. This is a device for propaganda emphasis 
and not a suitable technic at the medical school 
level. 


To introduce another personal reaction, I would 
classify the one hour lecture film as one of the least 
satisfactory of film applications in a medical school. 
Although there have been some very impressive 
offerings of this sort in the last few years, the fact 
remains that most of them have been aimed almost 
exclusively at what is frequently called postgraduate 
education. This too commonly seems to imply no 
supplemental reading or background information. 
It is constructed on the assumption that the audi- 
ence will not read anything on the subject and has 
no contact with an instructor. The sponsors of such 
films have said that this policy is realistic. I would 
at least argue that it does not meet the conditions 
of medical school teaching and this is the essential 
defect in the present status of medical films. Most 
of the extensive productions have been made for 
an entirely different type of audience from that 
which exists in medical schools. The material fre- 
quently is too much a repetition of the printed in- 
troductory elements in a textbook or lecture. The 
sponsors have countered that the film then is a good 
introduction or review. Unfortunately, the medical 
school curriculum does not allow one hour reviews 
or introductions for most of these topics, although 
the decision becomes debatable and may be reversed 
if the context of the film is really adapted to the 
conditions of the modern medical student. 


Many of the currently available medical films do 
not qualify as being useful if certain simple criteria 
are applied. For instance, what proportion of the 
film constitutes material better presented by a film 
than by the orthodox textbook outline or lecture? 
Such content is virtually zero in some of the current 
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films which simply animate printed matter, exhibit 
still photos, or have an actor speak off material 
which could easily be presented in a small printed 
brochure. There are expensive productions of this 
sort and their financial justification comes from 
promotional purposes or objectives of mass indoc- 
trination. 


In actuality there are virtually no well-financed 
sponsors of teaching film aimed at the medical 
school level and environment of learning activity. 
For most of the medical teaching film which has 
had heavy subsidy, the medical school use has been 
strictly incidental. The failure to recognize this has 
acted to retard the general acceptance of film as a 
technic. Many medical educators have seen these 
films and for various sound reasons considered them 
unsuitable for classroom use. Until adequate finan- 
cial sponsorship appears for the production of film 
which is genuinely intended to supplement and re- 
inforce the other teaching devices of a medical 
school, there is no reason to expect that film will 
have more than a limited and precarious place 
among the other teaching expedients. There is at 
the same time another resource for film production, 
and that is the applied energy of the teachers them- 
selves. The advantages of pedagogical experience 
at this unique level of training can offset the lack 
of professional experience in film production. Stock 
moving picture cameras now available are superbly 
designed to serve the purposes of scientific illustra- 
tion ‘and have no special intricacies of operation. 
Teacher-produced film can be made practical if 
there is coordination of effort to the extent that 
teachers concentrate on the production of a few 
films chiefly based on the specialization of their 
particular laboratory or clinic. The further neces- 
sity is based on some workable machinery for ex- 
change between different schools. Any such agency 
for exchange of teaching film can readily be ex- 
tended to distribution of other related teaching de- 
vices. A promising example is the tape recording of 
lectures and seminar reports on rapidly developing 
medical topics. With accompanying slides or film 
strip the duplication cost of such a lecture does not 
amount to more than $5 to $10 as against a cost 
of several hundred dollars in the case of sound 
film. Production costs on a commercial basis of the 
one hour lecture type of film may reach $50,000, 
a fact which limits the frequency of revised editions 
even more than is the case with ordinary textbooks. 

An important recent step in the production and 
utilization of medical teaching film and related 
media is the creation of the Medical Film Institute 
of the Association of American Medical Colleges. 
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The Institute is now operating in the New York 
Academy of Medicine Building under the director- 
ship of Dr. David S. Ruhe. The anticipation of this 
was mentioned by Dr. Markee at the last meeting 
of the Southern Medical Association.! The organi- 
zation has already given substantial help to in- 
dividual teachers in planning film and locating pro- 
fessional assistance. A distribution and exchange 
service for instructor-produced film is contemplated 
but obviously will require a very solid grade of 
financial support. Some compilations of informa- 
tion have been distributed, such as a list of films 
currently in production and also a list of specialized 
films useful in the teaching of cardiovascular sub- 
jects. Fully descriptive and critical film reviews 
have been prepared but have not yet reached the 
stage of distribution. A roster of commercial pro- 
ducers and special film services is also in process 
of compilation. The Medical Film Institute recently 
conducted a conference in Chicago on teaching aids 
which was attended by about 80 teachers of cardio- 
vascular subjects. A particular contribution of the 
Institute stems from the continuous contact with 
commercial producers of medical films and the 
opportunity of influencing their productions in such 
way as to be of greater usefulness to undergraduate 
medical education. 


To conclude, it may be reiterated that the use- 
fulness of teaching film in the medical school pro- 
gram is capable of much more than has yet been 
realized. Increased effectiveness will follow a better 
recognition and definition of the types of film most 
suited for specific purposes. The medical under- 
graduate program is in serious need of more film 
and similar teaching aids directly constructed for 
its special set of conditions. These can be produced 
by more active efforts on the part of instructors 
themselves and by further support of those central- 
ized agencies now active in the coordination of film 
production and utilization. 
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DISCUSSION (Abstract) 


Dr. Joseph E. Markee, Durham, N. C.—The Medical Film 
Institute has, I think, two primary purposes: first, that of 
trying to bring together the teaching specialists in the 
medical schools and the people outside of the medical 
schools, who have money to produce films (the drug houses, 
armed forces, and so forth). 

Together, they had a production budget for films last 
year in excess of 5 million dollars. That sounds like a very 
large amount of money to put in films. If we can help 
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them to produce better films for teaching, that will be a 
very real accomplishment. 


It will probably be difficult to get a good subsidy for 
most of the films we need for undergraduate teaching. 
Many of our teaching films are still going to have to come 
from the medical schools. 


Dr. Walton has never had very much money to produce 
film with; I have not had much money to produce film 
with, yet we have 20,000 feet that we use for undergraduate 
teaching. Very good teaching film can be produced, with- 
out the expenditure of a great deal of money, within the 
medical schools. It will not be technically so pretty a film; 
it will not have the Hollywood characteristics, but quite 
often it will fit into our teaching programs very much 
better than the films which are produced outside of the 
medical schools. There are three technical points I might 
mention which may be of interest to some of you; maybe 
all of the rest of you know about them, too. 


One of the things the Medical Film Institute hopes to do 
is to make very cheap film strips for still projection, 35-mm. 
projection, or half-frame. It probably would be more satis- 
factory and, certainly, very much cheaper, to tie together 
in a film strip all of the pertinent illustrations which can 
be secured. In this way it is possible to decrease the cost 
of making the strip, and turn over to the medical schools 
strips containing a variety of data which may be used in 
the presentation of a particular topic. 


The general idea behind this procedure is to make the 
cost very low per unit and, also, to leave up to the indi- 
vidual teacher the task of sorting the strip and cutting out 
pictures which he would like to use in his individual courses. 

In that way, the cost can be held down. Instead of a 
dollar, a single frame of 35-mm. negative may cost only 
5 or 6 cents. That fits into our budgets very much better. 

Another thing which is being developed is a stereo camera; 
and apparently a good deal of progress is being made, also, 
in the development of projectors to give stereo projection. 
The development of visual aids will have a very real effect 
upon our teaching. 

Of course, we get some feeling of the third dimension 
out of color. That is one of its advantages. Color gives 
an illusion of depth which really is not there and, of course, 
motion gives an illusion of depth, too. 

Another technical advance is the development of a silent 
motion picture projector which has a series of filters in- 
stead of a fire screen, so that it is possible to stop the 
projector and have an image which is actually 40 per cent 
brighter on the screen than was the moving image. 

I think we are going to change our teaching technics 
rather extensively as a result of this advance in motion 
picture projectors. 

One can put material on the motion picture film which 
he otherwise would use on a lantern slide and, of course, 
do it very cheaply, using about 4,000 frames per 100 feet 
of film. 

There is the possibility of using other aids in connection 
with motion picture film. The lantern slide is worked in, 
to run the motion picture to the point where one would 
use a lantern slide. This has a little gadget to stop the 
projector very simply, and a crank to turn on the individual 
frames very easily. 

This may develop into a very effective way of combining 
the diagrams in which there is no movement, but which, 
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nevertheless, have a very definite place in teaching, and 
the still pictures, sometimes taken from textbooks, some- 
times prepared by artists, combining those with the situa- 
tions in which movement is actually essential. 

Obviously, this will cut the cost of the motion pictures 
which one would use in teaching. It will enable us to do 
many things very much more simply. 

Our setup for the use of combinations of motion pictures 
and lantern slides is an interesting one. We have a cart 
which we wheel into a room, with just the one plug pushed 
into the wall, then a battery of switches on the back. On 
that cart, we have either four or five projectors. 

The development of this motion picture projector may 
simplify our technical problem of using together the still 
pictures and the motion pictures. 


Dr. D. S. Pankratz, University, Miss —Having had a little 
experience with a hand-cranked camera many years ago, 
for research purposes, I see much improvement in the new 
method. 

More interest is needed from those who teach to develop 
these films. We can develop better films than suture com- 
panies and drug companies can. I hope I am not stepping 
on anybody’s toes, but I have seen hundreds of those and, 
as far as the undergraduate student is concerned, they are 
not satisfactory. When I teach surgical anatomy, I borrow 
them from all over this country. The specialist can follow 
them, and that is all; the student is lost. 

So I would like. to urge you all to help make good 
teaching films. 


WILMS TUMOR* 


AN ANALYSIS OF 39 CASES SEEN AT DUKE HOSPITAL 
IN THE PAST 18 YEARS 


By Davip W. Gopparp, M.D. 
Daytona Beach, Florida 


Wilms tumor remains a fascinating and terrible 
disease. The subject has had excellent reviews in 
the recent literature! 5 and there is little that is new 
to add. This paper has as its sole purpose the 
presenting of the 18 years experience with Wilms 
tumor at Duke Hospital as represented by 39 pa- 
tients, 37 of whom have been followed. This sum- 
mary includes all of the patients seen with this 
disease. A few of these received treatment elsewhere 
either before or after coming to Duke Hospital. 

There has not been great uniformity in the clinical 
approach to this tumor at Duke Hospital and we 
feel that it still is in the process of evolution. How- 
ever, in general, these principles of treatment now 
are followed: all cases operated upon are given post- 
operative x-ray therapy. Most inoperable cases, that 


*Received for publication December 9, 1949. ; 
*From the Department of Surgery, Urologic Division, Duke Hospital, 
Durham, North Carolina. 
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is, already showing metastasis, are given palliative 
x-ray therapy. Only those candidates for operation 
whose tumors are too large to remove without defi- 
nitely increasing the operative risk are given pre- 
operative x-ray. There are several reasons why pre- 
operative x-ray therapy is not given routinely. It 
probably is not necessary in early cases; metastasis 
may occur while x-ray therapy is going on; the 
x-ray therapy may have an untoward systemic 
effect; patients, being sometimes unpredictable, may 
not finish the x-ray series, or, receiving temporary 
symptomatic improvement, may refuse operation 
following x-ray therapy. This latter situation has 
occurred in this series. 

Nesbit and Adams? have reported outstanding 
results with their cases: 58.4 per cent survival in 
cases operated upon from 3% to 11% years post- 
operatively. They have used the same criteria for 
and methods of treatment that we are using. 

From Table 1 it is apparent that there has been 
no significant difference in sex or any particular 
kidney predilection. White children have outnum- 
bered colored 2 to 1. 

The subject of bilateral Wilms tumor recently has 
been reviewed by Campbell.! None of the patients 
in this group has shown either primary or secondary 
bilateral involvement. 


Nearly 90 per cent of these cases occurred in 
children from the ages of 1 through 7 years. A num- 
ber of cases of Wilms tumors in adults, even up to 
the age of 75 years, have been reported. 4 6 !! 12 
No adult with this disease has yet been recognized 
at Duke Hospital. 


Mass, pain, and hematuria form the outstanding 
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triad of presenting symptoms; however, since these 
tumors usually are well encapsulated and delimited 
from the kidney, and the walls of the calyces and 
the pelvis usually remain intact, hematuria is not 
nearly so likely with this tumor as with renal tumors 
common to adult life. When hematuria does occur, 
it usually does so as a late manifestation and may 
be regarded as a poor prognostic sign. It is of im- 
portance to record that of the 12 patients (30.8 
per cent) in this series who showed hematuria either 
grossly or microscopically only one is still living 
and she is only a few months postoperative. 


There was a slight tendency toward leukocytosis, 
a white blood count in excess of 10,000 white cells 
per cu. mm. being recorded in 22 patients (56.5 
per cent). The highest recorded count was 26,000 
white cells per cu. mm. Only 7 patients (17.9 per 
cent) had 12.4 grams of hemoglobin per 100 cc. 
(80 per cent) or above, while 10 children (25.6 per 
cent) had less than 9.3 grams of hemoglobin per 
100 cc. (60 per cent). 

Initial blood pressure readings, when recorded, 
frequently showed hypertension, as pointed out by 
Daniel ;? however, blood pressure readings in general 
and particularly in the postoperative period were 
recorded in such spotty fashion as was not con- 
sidered to be worthy of summary. 


PRESENTING SYMPTOM 


No. Per Cent 
27 69.2 
Pain 8 20.5 
Hematuria 4 10.3 


SYMPTOMS OTHER THAN THE PRESENTING ONE 


Per Cent No. Per Cent No. Per Cent 
Total number of cases 14 35.9 Anorexia 6 15.4 
43.6 Mass 11 28.2 Foe... § 12.8 
56.4 28.2 Weakness 3 7.7 
Right kidney 20 51.2 Hematuria . 2 5.1 Dyspnea 1 2.6 
48.8 Weight loss. 2 5.1 Palsy, 
66.6 Headache — 1 2.6 right arm. 1 2.6 
Table 3 
Table 1 
TREATMENT 
AGE INCIDENCE 
(Age at Time of Diagnosis) No. Per Cent 
Under 6 months... 8 Operation plus x-ray therapy 27 69.2 
6 months to 1 year... 9 12.8 
Table 2 Table 4 
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Of the four patients who received only operation, 
only one was operated upon at Duke Hospital; this 
child died on the operating table. (This patient had 
a huge tumor that had invaded the gallbladder and 
attached itself intimately to the portal vein and 
vena cava. Preoperative x-ray might have made this 
operation less difficult technically and so have per- 
mitted a happier result.) Of the 5 patients who 
received x-ray therapy only, the first was treated 
elsewhere; the second was given x-ray therapy in 
preparation for operation and then could not be 
induced to return to the hospital for operation; the 
third had bone metastases; the fourth had lung 
metastases; and the fifth was treated this way for 
reasons which are not clear from the record. Of the 
3 patients who received no treatment, one left the 
hospital against advice; one died two days after 
admission before treatment could be started; and 
one was thought to be too far advanced to merit 
any treatment. 


X-ray therapy alone has been used as a palliative 
measure in those children who already had demon- 
strable metastases. By the same token, only those 
children who did not have demonstrable metas- 
tases were subjected to nephrectomy. Priestly and 
Broders'’ could find no record in 1935 of a case 
which lived following x-ray therapy alone, but Nesbit 
and Adams? more recently have reported such a 
patient living 10 vears after treatment. This 
patient was considered inoperable because of chest 
metastases and the diagnosis was confirmed by 
punch biopsy. No patient in this group survived 
after x-ray therapy alone and, except for a patient 
of Dr. Archie Dean’s* at Memorial Hospital who 
is living and well 13 years after x-ray therapy 
alone,'’ the patient of Nesbit and Adams seems to 
be unique in that respect. 


Dr. Robert J. Reeves and Dr. George Baylin of 
the x-ray department at Duke Hospital feel that 
x-ray therapy in these patients should be directed 
toward 4,000 R. pre- and postoperatively through 
two ports, front and back, using 200 kv. 50 cm. 
distance with a % mm. copper filter. 


The following tables which have to do with mor- 
tality figures are based on the 37 patients followed 
out of the total of 39. 


Five of these 37 patients are less than 2 years post- 


*Dr. Dean’s patient was 2 years old at the time of diagnosis in 
November, 1936. The diagnosis was based upon excretory and retro- 
grade pyelograms and was not confirmed by pathologic study. The 
child received 3,000 R. to each of three left abdominal portals over 
a 5-months’ period. Dr. Dean says he now believes there is no place 
for the treatment of operable Wilms tumor by radiation alone and that 
in every case in which metastasis cannot be found he practices and 
recommends prompt surgical removal. 
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treatment; one is known to be dead; another is 
known to be alive but will not return for examina- 
tion. Three of the 5 patients are less than 1 year 
post-treatment; one of these has a local recurrence; 
the other 2 seem well. 

Eight of these children were not operated upon 
and all died. One died in two days, untreated. 
Another died in one month, untreated, because of 
the advanced stage of the disease. A third left the 
hospital against advice, untreated, and died two 
months later. Another received nine x-ray treat- 
ments, exact amount unknown, at another hospital 
and died six months after the diagnosis was made. 
Three children died seven months after the diag- 
nosis; all of these received small amounts of x-ray 
therapy. The eighth in this group died 14 months 
after the diagnosis, having received 2,000 R. of 
x-ray. Several of these patients received treatment 
elsewhere; those treated at Duke Hospital who re- 
ceived only x-ray therapy were treated in this 
manner because they had demonstrable metastases. 

Many have observed that practically all those 
children who die from this disease do so within 1% 
to 2 years following the diagnosis; approximately 
70 per cent of the deaths reviewed here occurred 
within the first six months and all occurred within 
19 months. It is recognized that there must be 
exceptions; however, apparently healthy survival 
1% to 2 years following treatment is an excellent 
prognostic sign and should justify a more auspicious 


OVER-ALL MORTALITY 


No. Per Cent 
29 78.4 
Alive 8 21.6 


Table 5 


MORTALITY OF CASES TWO OR MORE YEARS POSTDIAGNOSIS 


No. Per Cent 
Dead 27 84.4 
Alive 5 15.6 


Table 6 


TIME OF DEATH RELATIVE TO OPERATION 
(20 Postoperative Deaths) 


During operation 46. 
Few hours 2 7-12 
13-19 months_____ 3 


Table 7 
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BREAKDOWN OF MORTALITY AND TREATMENT STATISTICS 
IN OPERATED CASES 


26 patients subjected to nephrectomy with or without x-ray therapy 


No. Per Cent 
Dead 18 69.2 
Alive 8 30.8 
Four patients subjected to nephrectomy only 
No. Per Cent 
Dead 4 100 
Alive 0 0 


(Only one of these patients was operated upon at Duke Hospital 
and this child died on the operating table.) 


22 patients subjected to nephrectomy plus x-ray therapy pre- and/or 


postoperative 
No. Per Cent 
Dead 14 63.6 


12 patients subjected to eee 4 plus preoperative x-ray therapy 
only 


No. Per Cent 
Dead 9 75 
Alive 3 25 


One case subjected to splontone and postoperative x-ray therapy 
only 


(This patient is alive and apparently well but is less than 
2 years postoperative.) 


9 patients subjected to nephrectomy plus pre- and postoperative x-ray 
r 
No. Per Cent 
Dead 5 55.6 


44.4 
(2 of these cases less than 2 years postoperative.) 


7 patients over 2 years postoperative subjected to nephrectomy plus 
pre- and postoperative x-ray therapy 


No. Per Cent 
Dead 5 71.4 
Alive 2 28.6 


Table 8 


outlook than might be true in the case of a more 
subtle tumor. The 8 patients known to be alive in 
this series are now 16 years, 14 years, 10 years, 
8 years, 4 years, 8 months, 6 months, and 1 month 
postoperative, respectively. 


SUMMARY 


The 18-year experience with Wilms tumors on the 
urologic service of the Duke Hospital represented 
by 39 cases, 37 of which were followed, is reviewed. 
These figures point out again the high casualty rate 
from this disease and clearly indicate the need for 
early diagnosis and definitive treatment with, per- 
haps, closer and more thorough cooperation between 
the x-ray therapist and the urologist in the clinical 
management of these problems. 
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HISTOPLASMOSIS* 


A REVIEW AND RE2“)/RT OF CASES SEEN AT THE 
CHILDR."N’S HOSPITAL 


By Josep’. A. Littte, M.D. 
Louisville, Kentucky 


Historical Background.—The disease now known 
as histoplasmosis was encountered for the first time, 
accidentally, by a pathologist, S. T. Darling.!?5 In 
1906, Darling observed on microscopic examination 
of necropsy material some unusual intra- and extra- 
cellular oval bodies which he named “Histoplasma 
capsulatum” in the belief that they were protozoa 
similar to the causative agent of kala-azar. Three 
years later he reported three cases which had come 
to necropsy within a period of nine : wuths. He con- 
cluded that histoplasmosis was a tro) ical disease and 
postulated that improved sanitati'n in the Canal 
Zone was the cause of his failure ‘o observe further 
cases. 


No further reports appeared in the literature until 
1926, when Watson and Riley* studied the fourth 
case. The patient, a resident of Minnesota, had lived 
all of his life either in Germany or the United States. 
Shortly thereafter, Phelps and MalloryS added a 
fifth case. In 1928 a sixth case was reported by 
Crumrine and Kessel® who suggested that the organ- 
ism was a cryptococcus. 

Dodd and Tompkins’ in 1934 reported the first 
case of histoplasmosis diagnosed before death. The 
patient was a six-months-old, white, male infant. 
The diagnosis was suspected when, by means of 
supravital staining methods, organisms similar to 
those described by Darling were observed in large 
mononuclear cells of the peripheral blood. De Mon- 
breun® was able to culture the micro-organism and 
to classify it definitely as a fungus. 


*Received for publication January 21, 1950. 

“From The Children’s Hospital and the Department of Pediatrics, 
University of Cincinnati College of Medicine, Cincinnati, Ohio. 

*The author wishes to thank Drs. Ashley A. Weech, Professor of 
Pediatrics, University of Cincinnati, and Katharine Dodd, Associate 
Professor of Pediatrics, University of Cincinnati, for their help in 
preparing this paper for publication. 
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Cultural Characteristics of the Organism.—The 
organism grows fairly readily on all types of media, 
both solid and liquid. At room temperature and in 
unsealed media only the mycelial form develops. 
It appears as a cottony aerobic growth with large, 
thick-walled tuberculate chlamydospores. On blood 
agar slants in sealed tubes, the yeast-like form de- 
velops as small, white, moist colonies similar to 
bacterial ones. Fresh smears from these colonies 
reveal thin-walled, oval bodies, some of which may 
be seen to be budding from the pointed end. On 
slide cultures reproduction is seen to occur by this 
budding phenomenon. No true capsule has been 
demonstrated. 


Although De Monbreun was not able originally 
to complete the cycle from yeast to mycelium to 
yeast without animal inoculation, several investiga- 
tors have subsequently done so. Recently, Camp- 
bell? reported the conversion of old stock strains of 
Histoplasma capsulatum from the mycelial to the 
yeast-like phase by the use of a modified Francis’ 
glucose-cystine blood agar. 


Pathologic Findings——The organism occurs in 
man as an intra- and extracellular oval body varying 
in size from one to five microns, although larger 
forms have been recognized. In stained sections 
there is a dark staining central portion with a sur- 
rounding halo-like capsule. The organisms are seen 
most commonly in large mononuclear cells. 


The general picture is a chronic proliferative type 
of inflammatory disease of the reticulo-endothelial 
system. In the lungs, liver, spleen and lymph nodes 
tubercle-like lesions are observed which may reveal 
caseation necrosis on section. Microscopically, there 
are many large phagocytic cells densely packed with 
micro-organisms and multinucleated giant cells are 
frequently found. Occasionally in the liver one may 
see phagocytosed organisms in isolated endothelial 
cells lining the sinusoids. 

Pathologic variations from the classical dissemi- 
nated form of the disease as first described by 
Darling have been reported. Hansmann and Schen- 
ken!° reported a case in which the findings were 
limited to the skin and adrenals. The skin lesions 
consisted of numerous papules with shallow ulcers 
which on pressure yielded a few drops of sticky pus. 
In the adrenals, cortical areas of caseation necrosis 
resembling that seen in tuberculosis were observed. 
Vegetative endocarditis'' due to Histoplasma cap- 
sulatum has been reported and in otolaryngologic 
literature!? 13 1415 reports have appeared of a granu- 
lomatous lesion of the larynx with ulceration and 
destruction caused by this organism. Key and 
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Large!® found a destructive lesion of bone due to 
Histoplasma capsulatum. 


Clinical Description—tIn the disseminated form 
the disease presents itself as a fatal septicemia with 
high fever, loss of weight and general debilitation. 
The spleen and liver are considerably enlarged and 
there may be a pulmonic infiltration. Anemia and 
leukopenia are the rule and at times the organism 
may be seen in smears of the peripheral blood. More 
often bone marrow smears reveal the presence of 
the parasites. Cultures of the blood and bone mar- 
row are often positive for the micro-organism al- 
though it may be as long as three weeks before they 
can be identified. At times it is necessary to resort 
to liver biopsy or splenic puncture for a positive 
diagnosis. 


Many variants of this classical picture have been 
reported. Hansmann and Schenken’s case was a 
chronic disease of the skin and, as has been stated 
above, the larynx frequently is the site of attack. 
Curtis and Grekin!’ reviewed the cutaneous and 
adjacent mucous membrane manifestations of the 
disease and reported three cases; one with a granu- 
lomatous lesion of the leg, one with a fungating 
lesion of the tongue and an ulcerative lesion of the 
nares and one with ulceration of the prepuce. As 
more and more cases have been reported it has been 
found that tuberculosis, syphilis, malignancy and 
blood dyscrasia have all been considered as diagnoses 
in cases later proven to be histoplasmosis. 


Treatment.—The treatment of histoplasmosis has 
been unsatisfactory. Meleney'® cites an instance of 
septic histoplasmosis reportedly cured by the use 
of neostam® (glycoside of sodium h-stibanilate). 
In two of Curtis and Grekin’s cases sulfadiazine was 
thought to have improved the local lesions. How- 
ever, follow-up biopsies revealed that micro- 
organisms were still present. A child!? recovered 
who was given supportive care and transfusion of 
whole blood from the mother who was strongly sensi- 
tive to histoplasmin. 


Levy”° reported a study of the use of sodium 
iodide, neostam,® fuadin® (sodium antimony III 
biscatechol 2, 4-disulfonate), sulfanilamide, pro- 
flavin, thymol, B-9® (an organic iodide compound) 
and sodium propionate in the treatment of histo- 
plasmosis experimentally induced in white mice. 
None proved to be effective. Seabury and Artis*! 
did in vitro susceptibility studies to neoarsphena- 
mine,® stilbamidine, neostam,® sulfadiazine, sulfa- 
thiazole, streptomycin and penicillin and found that 
only the first two in concentrations of 100 mg. per 
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cent prevented the growth of Histoplasma capsula- 
tum. 


Epidemiology. — The epidemiology of histoplas- 
mosis is not yet known. Darling searched diligently 
for a vector without results. In 1939 De Mon- 
breun2? reported the natural occurrence of the dis- 
ease in a dog. This finding has been confirmed by 
others.?° 2425 Histoplasmosis has also been reported 
in wild rodents?® and the fungus has been isolated 
from soil samples from a farm in Loudoun County, 
Virginia.?’ 

Diagnosis —In 1941 two reports?® appeared on 
skin sensitivity to histoplasmin. The authors ob- 
served positive skin reactions in individuals with 
proven disseminated histoplasmosis, and suggested 
the use of the skin test as an aid in diagnosis. 


In 1943, C. E. Smith? reported that soldiers from 
the central eastern half of the United States reacted 
mildly to coccidioidin and slightly more strongly to 
haplosporangin. He suggested that Histoplasma cap- 
sulatum might be the cause of this cross reaction, 
and also the cause of the pulmonary calcifications 
that are known to occur in tuberculin negative reac- 
tors in this same area. Following his lead, Palmer,3° 
and Christie and Peterson,?! working independently, 
began to study histoplasmin sensitivity. They re- 
ported within six months of each other in 1945 that 
there was a high correlation between skin sensitivity 
to histoplasmin and the occurrence of pulmonary 
calcification in tuberculin negative reactors who lived 
in the central eastern half of the United States. 
Christie and Peterson also pointed out that there 
was a Close correlation between the curves for per- 
centage of calcification and of histoplasmin reac- 
tivity plotted against age. This same parallelism 
does not occur with tuberculin sensitivity. 


Emmons, Olson and Eldridge? questioned the 
specificity of the skin test and reported marked 
cross-sensitivity in animals. However, Christie and 
Peterson*’ found no true positive reactions to either 
coccidioidin or haplosporangin in a large group of 
children and young adults tested with these antigens. 

Several similar test groups have been reported 
from different sections throughout the eastern cen- 
tral portion of the United States with the same 
results. However, the exact relationship between 
pulmonary calcifications, positive histoplasmin skin 
reactions, and infection with Histoplasma capsula- 
tum has remained obscure. Sontag and Allen** re- 
viewed serial x-rays in a group of children and were 
able to show the development of calcified lesions 
from infiltrative lesions over a period of several 
years in histoplasmin positive individuals. Furcolow, 
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Mantz and Lewis* reported a study of nearly 16,000 
school children in Kansas City, Missouri, with rou- 
tine skin tests and roentgenograms. In this group 
they discovered 89 cases with precalcific lung lesions 
that satisfied the following criteria: (1) Skin sensi- 
tivity to histoplasmin but not to tuberculin, (2) per- 
sistence of the lesion for at least two months and 
(3) laboratory exclusion where possible of similar 
conditions such as tuberculosis, Boeck’s sarcoid, 
Hodgkin’s disease, and so on. The authors noted 
four general groups of lung lesions; nodular foci, 
pneumonic infiltrations, disseminated infiltrates, and 
hilar and mediastinal adenopathy. Some of the cases 
were followed long enough so that definite deposition 
of calcium had become evident. Bunnell and Fur- 
colow*® report the recovery of Histoplasma cap- 
sulatum from three cases who satisfied the above 
criteria. All three patients were reported as well. 


Several workers*’ have demonstrated the effective- 
ness of a complement fixation test for histoplasmosis 
in the acute fulminating disease, a strongly positive 
test (4-++-) being diagnostic. In the chronic cases 
this test has not been so helpful. Neither has a direct 
relationship between the complement fixing antibody 
and the skin sensitivity to histoplasmin been ob- 
served. However, in suspected cases of mild infec- 
tion with histoplasma the demonstration of a rising 
titer of complement fixing antibody would be diag- 
nostic. 


A collodion agglutination test for histoplasmosis 
has been developed*® and the results with this test 
have been similar to those given above when com- 
plement fixation was determined. 


REVIEW OF CASES SEEN AT THE CHILDREN’S HOSPITAL 


Case 1.—B. L. S., age 234 months, was admitted to Chil- 
dren’s Hospital on January 15, 1939, with the chief com- 
plaints of failure to gain weight and vomiting. About one 
week before admission she began having a “slight fever” 
and cough. 

Physical examination revealed a drowsy pale child who 
weighed 9 pounds 10 ounces. There was hepatosplenomegaly. 

Laboratory studies revealed a hemoglobin of 7.1 grams 
with 2.77 million red blood cells. The white blood cell counts 
were 7,300, 5,200 and 5,350 on three occasions. The dif- 
ferential count revealed from 60 to 80 per cent polymorpho- 
nuclear leukocytes. There was a mild but persistent albu- 
minuria. The Kahn test was negative. X-rays of the skull 
and long bones were negative. A tuberculin test with first 
strength purified protein derivative was negative. Bleeding 
and clotting time were normal. 


During her hospital stay she was transfused because of the 
anemia. Her temperature ranged from 100 to 105.° An 
erythematous urticaria-like rash that varied from time to 
time was noted over the entire body. Petechiae were ob- 
served about the umbilicus. Her course was steadily down- 
hill and she died on January 22, 1939, one week after ad- 
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mission to the hospital. A blood culture taken the day 
before death grew out Histoplasma capsulatum. 


At necropsy typical lesions were noted in the lungs only, 
although the spleen and liver were greatly enlarged. 

Case 2.—A. R. S., age 14 years, was admitted to Children’s 
Hospital for the second time on July 24, 1939. This white 
girl was seen originally on March 15, 1939, because of inter- 
mittent bouts of swelling of the joints and purpura since 
August 1938. 

On examination only the purpura was present. There was 
no enlargement of the liver or spleen. 

Laboratory studies revealed a hemoglobin of 11.6 grams 
and red blood cell count of 4.38 million. The white blood 
cell count was 7,300 with a normal differential. Platelet 
count was 280,000. Rumpel-Leede test was negative. She 
was treated with snake venom and seemed to improve. 

She then remained asymptomatic until two days before 
her final admission when purpura and swelling of the feet 
were noted. A chronic hacking type of cough was thought 
to have been present for some time and there had been a 
slight weight loss. Physical examination again revealed only 
the purpura and the swelling of her feet. 

Laboratory studies revealed a low grade anemia and white 
blood cell count that varied between 9,000 and 24,000 with 
an increase in the polymorphonuclears. 

Her hospital course was marked by a septic type of tem- 
perature and the development of a generalized lymph- 
adenopathy. Biopsy of a node was reported to have re- 
vealed the picture of Hodgkin’s disease. Because of this 
impression she was treated with irradiation without effect. 
Her course was steadily downhill and despite supportive 
therapy she died on November 14, 1939, after a severe 
hemoptysis. After death the sections of the lymph node 
were reviewed and typical Histoplasma capsulatum were 
seen throughout the node in great abundance. There was 
no necropsy. 


Case 3H. L., a white boy of 8 months, was admitted 
to the Children’s Hospital on August 30, 1944, because of 
an intermittent fever which had been noted for about one 
week prior to admission. 

On physical examination he appeared pale and chronically 
ill. The liver was palpable two finger-breadths below the 
costal margin and the spleen two and one-half finger- 
breadths. A bilateral catarrhal otitis media was present. 

Laboratory studies revealed a hemoglobin of 8.1 grams 
and red blood cell count of 3.8 million. The white blood cell 
count ranged between 4,250 and 2,150 with a decrease in 
polymorphonuclears. Blood cultures taken on two occasions 
were negative. A chest x-ray was reported as showing a 
diffuse bronchitis and bronchiolitis. 

His course in the hospital was marked by a septic type 
temperature. He received radiation therapy and whole blood 
transfusions, but continued a steady downhill course and 
died on September 19, 1944. 


At necropsy the liver revealed tiny tubercular lesions and 
there were two nodules in the right lung. Caseous hilar 
and peritracheal lymph nodes were present and the mesen- 
teric nodes were matted together. Smears from the liver, 
spleen and abdominal lymph nodes revealed Histoplasma 
capsulatum and cultures confirmed their presence. 


Case 4—L. O., a 5-months-old white girl, was admitted 
to Children’s Hospital on January 11, 1947, with complaints 
of loss of weight and fever. She had been apparently well 
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until about two months before admission when loss of 
weight was noted. During the one month prior to admission 
she “felt hot” at intervals. She had been “pale” all her life, 
One week before admission she had been in an automobile 
accident and had received a blow to the forehead. After 
this she was quite irritable and refused her formula. 

On examination she was noted to be malnourished and 
had a contused area of the forehead. She was pale and the 
liver and spleen were each palpable 10 cm. below the costal 
margins. A small ulcer with a yellow base was seen on the 
median raphe of the soft palate. 

Laboratory studies revealed a hemoglobin of 7.2 grams 
with 3.91 million red blood cells. There was a persistent mild 
albuminuria. The white blood cell count varied from 2,000 
to 1,150 with about 50 per cent polymorphonuclears. The 
red cell fragility test was normal. The prothrombin time 
was prolonged. The serum nonprotein nitrogen was 58 mg. 
per cent and the total serum proteins were 4.8 grams per 
cent with 2.9 grams per cent of albumin. The cephalin 
flocculation test was four plus positive. A blood culture and 
cultures from the bone marrow and liver were positive for 
Histoplasma capsulatum. The histoplasmin skin test was 
negative on the child but strongly positive on both the 
mother and the father. 

The hospital course was steadily downhill with a septic 
type of temperature curve. She died on January 21, 1947. 
She had been given large doses of gamma globulin and 
plasma from her mother without benefit. 

Necropsy revealed a caseous lesion with central cavitation 
in the lower lobe of the left lung. There was consolidation 
of the right lung. The hilar lymph nodes revealed caseation. 
The spleen was soft and mushy and the markings were 
obliterated. One small superficial ulcer was seen in the small 
intestine. Smears from the lung, liver and spleen revealed 
organisms that were typical of Histoplasma capsulatum. 
No tubercle bacilli were found by smear or culture. 


Case 5—M. C., a 2-months-old colored girl, was first seen 
at Children’s Hospital on February 21, 1947. She was ad- 
mitted to the hospital for study because of a hepato- 
splenomegaly. 


Examination revealed a well-developed, well-nourished, 
irritable colored girl with a liver and spleen 3% finger- 
breadths down from the costal margins. There were no 
other abnormal physical findings. Laboratory study revealed 
a hemoglobin of 8 grams and a white blood cell count of 
9,900 to 3,300 with 49 to 52 per cent polymorphonuclears. 
There was a persistent albuminuria of two to four plus. 
Cultures from the blood, bone marrow and liver were posi- 
tive for Histoplasma capsulatum. Chest x-ray was negative 
and histoplasmin skin test was negative. Skin test of the 
mother and father with histoplasmin was strongly positive. 
The child’s hospital stay was characterized by a low grade 
fever and failure to gain weight. She was given whole blood 
transfusions from the mother and was discharged on March 
10, 1947, weighing 9 pounds 13 ounces. 

On May 24, 1947, about three months after her original 
skin test she was again skin tested with histoplasmin and 
found to be positive. At this time skin tests with coc- 
cidioidin and blastomycin were negative. 

She was known to be living and well in June 1948 when 
only slight enlargement of the liver and spleen was present. 


Case 6—R. P., age 10 months, was referred to the Chil 
dren’s Hospital with a diagnosis of pulmonary tuberculosis 
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on September 8, 1948. History revealed that this child had 
been well until 3 weeks before admission when he was noted 
to have intermittent temperature elevations during the late 
afternoons and evenings. He was pale and the abdomen 
seemed large to the parents. He was thought to have had 
an otitis but because of failure to respond to treatment he 
was admitted to a hospital in Kentucky on August 26, 1948. 
At this time the spleen was described as being palpable 
4 finger-breadths below the left costal margin. The hemo- 
globin was 5.3 grams and the white blood cell count 8,050. 
There was a trace of albumin in the urine and there were 
30-40 white blood cells. Skin test with first strength 
tuberculin purified protein derivative was negative but a 
patch test was reported as strongly positive. An x-ray of 
the chest revealed a disseminated nodular infiltrate that was 
compatible with early miliary tuberculosis. A blood culture 
was reported as negative. He remained in the hospital until 
September 8, 1948, when he was transferred to the Cin- 
cinnati Children’s Hospital. He had been given streptomycin 
for one week without effect, and two whole blood trans- 
fusions. 

Physical examination on admission revealed a chronically 
ill child with a moderate generalized lymphadenopathy. The 
liver edge was felt 3 finger-breadths and the spleen 4% to 
5 finger-breadths below the costal margin. The spleen was 
firm and nontender. He was generally irritable and resisted 
any motion. 

Laboratory study revealed a hemoglobin of 8.2 grams with 
3.88 million red blood cells. The white blood cell count was 
5,300 with 50 per cent neutrophils, 47 per cent lymphocytes, 
1 per cent eosinophils and 2 per cent monocytes. An 
urinalysis revealed an albuminuria of one plus and a few 
white blood cells. The prothrombin time was 30 seconds with 
a control of 19.9 seconds. Cephalin flocculation was 4 plus 
and the total serum proteins were 2.9 grams per cent with 
an albumin of 2.5 grams per cent. Bone marrow smears re- 
vealed the typical organisms of histoplasmosis and cultures 
of the blood and of the bone marrow were positive for 
Histoplasma capsulatum. Roentgenogram of the chest re- 
vealed disseminated patches of increased density throughout 
both lung fields. The long bones were normal on x-ray 
survey. Histoplasmin skin test was positive and a tuberculin 
test with second strength purified protein derivative was 
negative. A patch test was not repeated. 

The hospital course was characterized by a spiking tem- 
perature, restlessness and irritability. The patient was tried 
on aureomycin and was given several whole blood trans- 
fusions without effect. He died ten days after admission, 
on September 18, 1948. No necropsy was obtained, 


SUMMARY OF CASES 


In our series of 6 cases, 5 were in white children 
and one in a Negro child. This latter child is the 
one survival to date. Ages ranged from 2 months 
to 14 years. However, excluding the atypical case 
of A. R. S., the ages ranged from 2 months to 10 
months at the time of admission. Four were girls 
and two were boys. 

In the four infants that died, anemia and leuko- 
penia were prominent. Leukopenia was absent in one 
of the other two cases but both revealed a moderate 
anemia. The liver and spleen were enlarged in the 
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five infants. No mention of splenomegaly was made 
in the other case. All had some lymphadenopathy. 

Four had persistent albuminuria. 

The five who died showed septic types of tempera- 
ture. The other ran a low grade fever during her 
first admission. 

Cases one*? and five!® have been reported in 
detail elsewhere. 


These findings are consistent with those of Iams, 
Tenen and Flanagan‘? who reviewed all the cases 
occurring in children up to 1945. Their report in- 
cluded 21 cases. Of these, 15 occurred in children 
15 months of age or less. The sexes were equally 
affected and only 2 cases were reported in Negroes. 
Four of the cases had skin lesions. Sixteen had 
hepatomegaly and 17 splenomegaly. Eleven revealed 
lesions in the gastro-intestinal tract at autopsy. 
Fifteen cases had pulmonary lesions, and albumin- 
uria was reported in a number of cases. Leukopenia 
was the rule and only two cases showed a definite 
leukocytosis. A secondary anemia was generally 
present. There were no survivals. 


SUMMARY 


(1) Histoplasmosis, as first described by Darling 
and later proven to be due to a fungus by De 
Monbreun, is a fatal disease of wide distribution. 
It is characterized by fever, loss of weight, enlarge- 
ment of the liver and spleen, leukopenia and anemia. 


(2) There is strong statistical evidence that the 
pulmonary calcifications, seen in individuals who 
are tuberculin negative and who live in the Eastern 
Central United States, are due to infection with 
Histoplasma capsulatum. Recently work has shown 
that persistent, asymptomatic pulmonary infiltra- 
tions are associated with histoplasmin sensitivity in 
this same region. Some of the reported cases have 
been followed long enough to show calcification and 
four have been proven to be due to Histoplasma 
capsulatum, 


(3) More and more evidence is being accumu- 
lated that Histoplasma capsulatum, besides being 
the cause of the fatal disease described by Darling, 
is the etiologic agent of a more frequent benign 
disease. 

(4) Cases seen at The Children’s Hospital have 
been reviewed. 
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SOUTHERN MEDICAL ASSOCIATION 
Forty-Fourth Annual Meeting 
St. Louis, Missouri, November 13-16, 1950 


ST. LOUIS MEETING 
NOVEMBER 13 TO 16 


The final program for the forty-fourth annual 
meeting about to be held has been completed and 
will be published in full in the next issue of the 
JourNaL; and in a Bulletin now in the mail it will 
be sent to all eligible physicians in the territory 
from which the Association draws its membership, 
some thirty-five thousand in all. Last minute details 
are being attended to by able committees with great 
skill and enthusiasm. St. Louis is a great and hos- 
pitable city to visit, and has many attractions aside 
from those put on temporarily for guests of the 
Southern Medical Association. It will be enjoyed 
for its own many individual and particular charms. 

Founded by thirty French pioneers in 1764, St. 
Louis is now the largest and one of the oldest cities 
in Southern Medical territory. It is progressive in all 
aspects: artistic, literary, educational, industrial, 
and in its civic equipment. Famous for many his- 
torical spots, museums, parks, a marvelous botanical 
garden, airport, hotels, symphony orchestra, its two 
gteat medical schools and its large and progressive 
medical society, to visit it is a treat which will be 
enjoyed by all. 

Scientific and technical exhibits will be on display 
from Monday through Thursday, and these will 
contain material worthy of many days’ study. 
Among currently appealing titles are to be noted a 
number describing new instruments and operative 
and diagnostic technics; differential count of bone 
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marrow cells; pharmacology and clinical uses of 
cortisone; experimental collagen disease; comparison 
of several diagnostic and screening tests for cancer; 
atomic isotopes; cardiovascular disease studies by 
one group from many angles; and other experi- 
mental clinical work. 

War has altered all medical investigation and 
undergraduate and postgraduate teaching and af- 
fected medical meetings for the past ten years. Sur- 
prisingly enough, in no other decade has medical 
experiment advanced so prodigiously as in that 
immediately past, and progress in the South has 
outstripped that in all other sections of the country. 

Southern Medical Association meetings have con- 
tinued each year to serve a useful purpose for both 
the medical profession and the country; and those 
who have attended them have been stimulated and 
helped by what they have heard and seen, and by 
exchange of views on matters political as well as 
scientific. 

This year a fresh draft is already taking recent 
medical graduates and practitioners in all the spe- 
cialties into the Armed Forces, and the lives of all 
doctors will be profoundly affected. A last oppor- 
tunity for a meeting with distinguished brother 
physicians from seventeen neighboring states will be 
a boon to young and old. 


CONGENITAL DEFORMITIES 


Many facts suggest that certain congenital mal- 
formations, such as cleft palate, club foot, withered 
limb, congenital dislocation of the hip, may be the 
result of fetal malnutrition, which may occur at 
early critical growth periods. Insulin, administered 
to the chick embryo close to the time of beginning 
of incubation, induces peculiar characteristic mal- 
formations. Insulin given to the egg during the 
first week of incubation, according to Duraiswamiy,! 
of Liverpool, produces a definite hypoglycemia 
which persists until about the twelfth day of in- 
cubation, following which the treated embryos tend 
to recover through their own resources, perhans 
because of storage of appreciable quantities of 
glycogen in the liver. Numerous authors? have been 
interested in the insulin-induced chick deformities. 

Duraiswami! gave a single dose of crystalline 
insulin to chick embryos at different intervals after 
the beginning of incubation, and observed deformi- 
ties characteristic for the day of injection. If insulin 


1. Duraiswami, P. K.: Insulin-induced Skeletal Abnormalities in 
~~ a Chickens. British Med. J., no. 4675, p. 384 (Aug. 12) 


2. Zwilling, Edgar: Reversal of Insulin-induced Hypoglycemia’ in 
Chick Embryos by Nicotinamide and Ketoglutaric Acid. Proc. Soc. 
Exper. Biol. and Med., 71:609 (Aug.) 1949. 


|| 
90 
Two 
osis. 
First 
rally 
Soil. ; 
nosis 
ative 
7:47 
| 
Re 
27: 
21131 
dle of 
smin. 
y. J. 4 
Histo- 
June) ; 
Roent- 
Asso- 
Proved 
rch 5S) 
meatal 
1947. 
ixation 
eb. 6) 
D. j.: 
949. 
Histo- 
of Age. 
stoplas- 
1945, 


916 SOUTHERN MEDICAL JOURNAL 


was given on the second day of incubation, the 
vertebral column primarily was affected; on the 
third day the claws; on the fourth and fifth days 
the limbs and beak; on the sixth day, the hip; and 
if it was administered between the third to the sixth 
day, there was a generalized developmental disturb- 
ance of bone resembling osteogenesis imperfecta. 
He considers that these changes reflect an activity 
against the most rapidly growing part at the time 
of injection. A relationship to congenital dislocation 
of the hip, and to pseudoarthrosis in children from 
a characteristic weakening at the distal third of the 
tibia was noted. Such congenital anomalies of the 
eyes as anophthalmos, microphthalmos, and buph- 
thalmos, usually with blindness, were noted in 
addition to the skeletal deformities. Zwilling,? also 
giving insulin to check embryos, noted that if it is 
administered within two days of the beginning of 
the incubation period, caudal deformities result; 
later, shortening of the legs, micromelia, is seen. 
The embryos in which sugar fell only slightly, 
showed the least subsequent deformity. One may 
surmise that the wingless chickens reported in Texas 
are a mutation from a nutritional accident of this 
sort. Zwilling noted also that nicotinamide, admin- 
istered at the same time as the insulin, protected 
the chick embryos from the fall in blood sugar, and 
usually also from the subsequent micromelia. Im- 
portance of other B vitamins in this respect has 
been suggested. Many years ago the increased re- 
quirement of animals for B vitamins during gesta- 
tion was noted. Folic acid may be classed among 
the B vitamins. Workers’ at the University of 
Wisconsin have shown the effects of early folic acid 
deficiency upon chick livers, and upon the general 
health and longevity of the chick. Folic acid de- 
ficiency as an abortifacient in early pregnancy has 
likewise been described.* 

Current obstetrical practice prescribes a full 
ration for the pregnant woman, who is usually seen 
by the obstetrician some weeks or months after the 
early period of nidation. Perhaps the future course 
of maternal welfare, in the interest of prevention of 
congenital defects, may advise a longer period of 
preparation for pregnancy, with increased consump- 
tion of B vitamins and of protein of high biologic 
value. In view of the probable critical susceptibility 
of the fetus to nutritional disturbance just at the 
beginning of cell differentiation, the needs of a pre- 
pregnancy diet should be better understood. 


3. Williams, J. Jr.; Sunde, M. L.; Cravens, W. W.; and 
Elvehem, C. A.: Batis of Folic Acid upon the e Sy 
in Chick Embryo Liver. J. Biol. Chem., 185:895 (Aug.) 1950. 


4. Thiersch, John B.; and Phillips, Frederick S.: Effect of 4- 


amino-pteroylglutamic Acid (aminopterin) on an Pregnancy. 
Soc. Exper. Biol. and Med., 74:204 (May) 1 
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TYPHOID CARRIER 


Quarantine measures against acute contagious 
diseases are often enforced with difficulty. Among 
chronic diseases, only leprosy has compulsory isola- 
tion laws, and the necessity or advisability of those 
is questioned in most scientific circles. 


Between the Civil War and 1910, perhaps with 
increasing urbanization of the rural South and little 
public health control, typhoid epidemics were ex- 
pected every summer, and a resultant fairly con- 
siderable number of carriers could be expected. 
Since “Typhoid Mary,” the typhoid carrier problem 
has aroused considerable interest, though one hears 
few reports of recent years of epidemics which 
originated from a carrier. In most states now, the 
public health authorities attempt to see that these 
individuals do not engage in food handling occupa- 
tions. War, of course, makes the danger of epi- 
demics more imminent. 


The state of Illinois has laws requiring custodial 
confinement of typhoid carriers, with strict legal 
requirements before their release. These include 
numerous repeatedly negative laboratory tests. 
This carefully controlled group furnishes excellent 
material for study of therapeutic measures. Investi- 
gators' at the Mantena State Hospital where car- 
riers are housed, have made a recent survey of 
measures of disinfecting individuals, and of the 
natural course of the carrier state. Medical measures 
they say are rarely successful. Hundreds have been 
tried and found wanting. 


Of carriers observed in the State Hospital over 
a period of five years, 29 per cent recovered spon- 
taneously without specific therapy. Seventy per cent 
of the biliary carriers were cured by cholecystec- 
tomy. The investigators tried what they call a syn- 
ergistic therapy upon a group of patients who had 
been carriers for an average of five years. They 
employed several antibacterial substances simul- 
taneously: massive penicillin, carinamide, tetra- 
iodophenolphthalein, with three sulfa drugs. This 
combined or synergistic therapy cured another 19 
per cent of resistant carriers. 


A B. subtilis-like organism isolated in their lab- 
oratory showed antityphoid activity in vitro. 
Aqueous suspensions were prepared of it and fed 
to chronic carriers, three-fourths of whom were 
cured. Failures occurred only in biliary tract car- 
riers. 


1. Vaichulis, J. A.; Littman, A.; Ivy, A. C.; and. _Kaolan 2 
Chronic Typhoid Carrier. III Therapy with Antagonistic Bacillus, 
Antibiotics and Sulfonamides. Ann. Int. Med., 33:361 (Aug.) 1950. 
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If calculi are seen in the gallbladder, the Illinois 
workers say, cholecystectomy should be done if 
feasible. If the gallbladder does not show stones 
and is functioning, that is, is able to concentrate dye, 
medical therapy is likely to succeed. Infected non- 
functioning gallbladders should be removed, to elimi- 
nate the carrier condition. Their synergistic therapy 
will disinfect functioning gallbladders, into which 
the drugs apparently enter. As of May 1, 1950, the 
investigators had been able to release 116 carriers 
who had remained in custodial care from the 1939 
epidemic. Since there were only 41 spontaneous 
cures in five and one-half years, and in view of the 
known difficulty of disinfection of carriers, this is 
an important achievement. It has liberated innocent 
individuals from compulsory isolation, and relieved 
the state of Illinois of a large financial responsi- 
bility. 


It is of significance that B. subtilis filtrates have 
been used against other pathogenic organisms than 
typhoid; and it is of particular interest that B. 
subtilis suspensions were active in ridding the gastro- 
intestinal tracts of E. coli as well as the pathogen, 
typhosus. 


TWENTY-FIVE YEARS AGO 
FRoM JouRNALS oF 1925 


Dallas’ Charms.1—Visitors in Dallas at the convention 
of the Southern Medical Association, November 9-12 * * * 
will find vast growth and development along all lines * * * 
great improvement * * * has been made * * * in facilities 
for entertainment and diversion * * * Dallas has 37 theaters 
with a combined seating capacity of 30,000. It has theaters 
costing as much as $2,000,000 and seating as many as 
3,000 * * * Hundreds of thousands of dollars have been 
spent in adding artificial air cooling facilities for the summer 
months * * * Prominent in the skyline are the $5,000,000 
Santa Fe Building, stretching over about a quarter-mile of 
ground with its four units, the $3,000,000 Magnolia Build- 
ing, 29 stories, the tallest building in the South, and the 
19-story Medical Arts Building, the second tallest monolithic 
concrete building in the world. 


Syphilis in Pregnancy.2—It is now eighteen years since 
the first Wassermann was done and fourteen years since 
the first intravenous massive dose of arsenic * * * The 
wonderful results attained through publicity and the educa- 
tion of the masses about tuberculosis can be accomplished 
in syphilis * * * we can ultimately hope that women may 
be taught that: 


Seventy per cent of the fetuses of syphilitic mothers do 
not survive until term; 

Twenty-five per cent of all fetal deaths are caused by 
syphilis * * * 


1. Dallas Where We Meet. Sou. Med. J., 18:773 (Oct.) 1925. 


2. Hall, Emmett R.: Treatment of the Syphilitic Expectant Mother. 
Sou. Med. J., 18:757 (Oct.) 1925. 
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Forty per cent of all stillborn premature infants are 
killed by syphilis * * * 


Most pregnant women are extremely amenable to treat- 
ment and it is never too late for the initial dose of 
arsphenamin * * * 217 cases of pregnant syphilitic women 
were treated with mercury during their pregnancy, of whom 
only 25 per cent bore living children, and of these 10 per 
cent had lesions of syphilis * * * Mercury alone during 
pregnancy seems to be ineffective. 


A few doses of arsphenamine early in pregnancy will 
often produce a healthy child. The same amount given 
before conception is of little value to the fetus * * * 

Wassermann examinations should be made on all preg- 
nant women * * * Arsphenamin or neo-arsphenamine are 
the drugs of choice. 


Book Reviews 


Hormones in Clinical Practice. By H. E. Nieburgs, M.D.., 
Research Associate Department of Endocrinology, and 
Assistant Professor, Department of Oncology, University 
of Georgia. 388 pages, illustrated. New York: Paul B. 
Hoeber, Inc., 1950. Price $5.50. 


If practitioners of medicine should spend as much time 
in reading about endocrine preparations, as they do in 
prescribing them, books such as this would be in great 
demand. Dr. Nieburgs, whose experience in the field of 
endocrinology both in Great Britain and more recently in 
this country is vast, has made a gallant attempt to con- 
dense and evaluate the enormous and often contradictory 
literature. 


The book includes a general discussion of the various 
endocrine organs and their hormones in logical order, taking 
them up gland by gland, and then going into their com- 
plicated interactions. It is well up to date, including dis- 
cussions of ACTH and cortisone. Also included are chapters 
on environment and glandular function, psychosomatic 
endocrinology, related nonhormonal substances, and vitamin- 
endocrine relationships. The final third of the book is 
devoted to diagnostic procedures used in endocrinology and 
other procedures which make use of endocrines. This por- 
tion includes many valuable tables and illustrations. There 
is a list of commercial endocrine preparations available in 
the United States and in Great Britain. 

This book will prove a valuable source of information to 
clinicians who prescribe endocrine therapy and especially 
to those who seek a “bird’s eye” view of the subject. 


The Story of the Johns Hopkins. Four Great Doctors and 
the Medical School They Created. By Bertram M. Bern- 
heim, M.D. 235 pages. New York and Toronto: 
McGraw-Hill Book Company, Inc., 1948. Price $3.50. 
Readers with a special interest in this institution will 

relish Dr. B. M. Bernheim’s “The Story of the Johns Hop- 

kins.” Written without aid of the Hopkins authorities, the 
account is the author’s personal viewpoint after 33 years 
of experience there. He discusses the men and ideas which 
have made it great, from the “big four” doctors, Osler, 
Welch, Halsted, and Kelly, down to the present. 


There is human interest, a good word for all, and much 
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outspoken criticism, especially of the department of anat- 
omy. Hopkins graduates and medical administrators will 
appreciate it most. If the graduates of other schools can 
survive a great deal of praise of the Hopkins, they too will 
enjoy this success story. 


A Textbook of Psychiatry for Students and Practitioners. 
By Sir David Henderson, M.D. (Edin.), F.R.F.PS. 
(Glas.), F.R.C.P. (Ed. and Lon.), Physician-Superin- 
tendent of the Royal Edinburgh Hospital for Mental 
Disorders, and Professor of Psychiatry, University of 
Edinburgh; and the late R. D. Gillespie. Seventh Edition. 
740 pages. New York: Oxford University Press, 1950. 
Price $7.75. 

This is a new edition of one of the classic textbooks in 
psychiatry for students and practitioners which has been 
used in medical schools in this country for a number of 
years. Its concise and descriptive style interspersed with 
numerous actual case reports make it a very clear text for 
teaching purposes. It follows in its arrangement a very 
acceptable classification of psychiatric disorders which while 
covering every type of disorder does not make the picture 
too complex. 

Both authors were trained in this country in the psycho- 
biological concept of mental illness, and both have practiced 
in the British Isles since receiving their training here. This 
gives their work a broader scope since it contains both the 
American and the British concept of management and treat- 
ment. The various sections of therapy are most complete, 
covering in detail shock treatment, chemotherapy and psy- 
chotherapy, particularly from a psychobiological angle al- 
though the analytical concept is not neglected. All types 
of therapy are fully discussed. 

When all things are considered it will be found to be one 
of the most satisfactory texts for teaching purposes in this 
particular field. 


Varicose Veins. By R. Rowden Foote, London. 226 pages, 
illustrated, a few in color. St. Louis: The C. V. Mosby 
Company, 1949. Price $8.00. 

This manual, consisting of 226 pages with illustrations, 
discusses the history of treatment, the anatomy, physiology 
and pathology of varicose veins. The varicosity may be 
complicated by defective intercommunicating branches per- 
mitting a nonregulated flow of blood between the super- 
ficial and deep veins. These are responsible for the forma- 
tion of “blow out” areas involving the main superficial 
venous trunks. Results of treatment are poor if they are 
not destroyed or removed at the time of surgery. 

Conservative treatment, sclerosant therapy, and operative 
procedures are described. Too much emphasis has been 
placed on the value of the sclerosant therapy. Not enough 
warning is given of the danger of thrombosis that may 
occur when the sclerosant agent is injected into the vein, 
of its possible escape through the defective branches into 
the deep veins. 

The present-day concept of sclerosant therapy is that the 
best results are obtained with it in the early varicosity case 
when injection is made at the time high ligation of the vein 
is done and before the main venous trunk becomes tor- 
tuous, destroying the localized varix, and in early spider 
web or sky rocket vein. As the author comments, satis- 
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factory results may be expected in fifty per cent of the 
cases following sclerosant treatment of cases not associated 
with incompetence of the valves. 

After the main venous trunk becomes tortuous with 
marked varicosity of its branches and the intercommuni- 
cating branches are found defective at Hunter’s canal and 
in the different leg regions, the best results are obtained by 
surgery. Operation should consist of high ligation with 
removal of all tributaries at the foreman ovale; segmental 
resection of the main venous trunk plus the accessory 
branches; ligation and division of the defective intercom- 
municative branches. 

The manual will be helpful to the surgeon and internist 
who cares for varicose veins. 


Thrombosis in Arteriosclerosis of the Lower Extremities, 
By Edward A. Edwards, M.D., F.A.C.S., Diplomate of 
American Board of Surgery, Clinical Associate in Anat- 
omy, Harvard Medical School. 74 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1950, 
Price $2.00. 

This short monograph consists of 33 pages of clinical data 
with pathologic findings, and 37 pages of illustrated case 
reports. 

Emphasis is placed upon atherosclerosis associated with 
arteriosclerosis as chief factor for the acute ischemic acci- 
dents found in the arteriosclerotic limb. The symptoma- 
tology of thrombosis, the damaging effects and dangers 
of producing total gangrene of the limb, or inviting pul- 
monary thrombosis are well described. 

The differential diagnosis of thrombosis as seen when the 
artery is involved, versus the type which occurs in the deep 
veins, embolism, or dissecting aneurysm will be helpful as 
will be that of thrombosis caused by arteriosclerosis and 
thrombo-angitis-obliterans (Burger’s disease). 

Both prophylaxis and treatment of thrombosis are dis- 
cussed. Lumbar sympathectomy, either unilateral or bi- 
lateral, is advised in combatting ischemia. 


Mitchell-Nelson’s Textbook of Pediatrics. Edited by Waldo 
E. Nelson, M.D., Professor of Pediatrics, Temple Uni- 
versity School of Medicine, Philadelphia. With the Col- 
laboration of Sixty-Three Contributors. Fifth Edition. 
1,658 pages with 426 illustrations, 19 in color. Phila- 
delphia: W. B. Saunders Company, 1950. Price $12.50. 
The purpose of revising a text is not only for the addi- 

tion of newer knowledge and the exclusion of misconcep- 

tions, but also for the shifting of emphasis. One would 
hardly expect a present-day textbook on medicine to give 
as many pages to typhoid fever and as few to nutrition as 

did the Osler’s of a few years back. In like manner, the 

modern textbook on pediatrics has shifted its emphasis 

away from routine infant feeding and similar phases of 
pediatrics, as common knowledge about them has been 
disseminated widely enough to make these of relative un- 
importance. Previous editions of this text were acclaimed 
for recognizing this trend and the placing of emphasis upon 
growth and development about which there was no previous 
authoritative information. The present editor continues 


this trend and his perception has made this edition 4s 
acceptable now as were the former editions at the time of 
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their publications, which is a high recommendation. No 
detailed comments can add further luster to this compre- 
hensive work, unless a word of praise be given to the 
anonymous author of the index, who contributed some 
thirty-seven pages to make the knowledge in this large 
volume easily accessible. 


Modern Practice in Anaesthesia 1949. Edited by Frankis T. 
Evans, M.B., B.S., F.F.A.R.C.S., D.A., Honorary Anaes- 
thetist, St. Bartholomew’s Hospital, London. 606 pages, 
with illustrations. New York: Paul B. Hoeber, Inc., 1949. 
Price $12.50. 


This work is composed of thirty-eight chapters from 
twenty-four different contributors. The first four chapters 
are devoted to history and basic science. The remaining 
chapters deal with a wide range of subjects, including pre- 
operative preparation, description of British apparatus, 
agents and methods and postoperative care and complica- 
tions. 

The practice of anesthesia in Great Britain is apparently 
quite different from that in the United States. One of the 
most striking differences is lack of the advance of spinal 
anesthesia. Examples of practice in complete disagreement 
with American teachings are too numerous to list. This book 
may be of some value to British practitioners but it cannot 
be recommended to anesthesiologists practicing in this 
countzy. 


The Salt-free Diet Cook Book. By Emil G. Conason, 
M.D., and Ella Metz, Dietitian. 137 pages. New York: 
Lear Publishers, 1949. Price $3.00. 

This little book should prove of great value to physicians 
and patients. The most important aspect of dietary treat- 
ment is that the patient follow the diet; therefore, the diet 
should be palatable. A list of recipes which provide variety 
and the use of other seasonings is an invaluable aid, and 
these are included in this book. Foods and menus of diets 
ranging in sodium content from 350 mg. to 1000 mg. are 
included with various caloric contents. There is also a 
section on low sodium foods that the individual may 
choose from who has to eat in restaurants, and a section 
on salt-free diets for the diabetic. The latter is of particu- 
lar value since most diabetic diets are high in sodium. A 
good deal of the material is not of very great interest to 
the patient, but the diet lists are arranged so that a phy- 
siclan may outline the diet he wishes the patient to follow 
with a minimum of difficulty. 


Cardiovascular Disease. Fundamentals, Differential Diag- 
nosis, Prognosis and Treatment. By Louis H. Sigler, 
MD., F.A.C.P., Attending Cardiologist and Chief of 
Cardiac Clinic, Coney Island Hospital. 551 pages, with 
— New York: Grune and Stratton, 1949. Price 


_This book will probably find favor with the busy practi- 
tioner and with the medical student who does not have 
time for the more extensive discussions of cardiovascular 
disease. Diagnosis and treatment receive the greatest em- 
Dhasis. In contrast to most of the more recent works, pathol- 
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ogy is given but scant emphasis. The chapters covering 
angina pectoris and myocardial infarction are quite good. 
Rheumatic heart disease and chronic valvular disease are 
covered satisfactorily. The section on congenital heart 
disease is inadequate; however, this is a minor criticism 
since congenital heart disease constitutes a small part of 
general practice. The sections on surgery and cardiovascu- 
lar disease, and pregnancy and cardiovascular disease, al- 
though short, are adequate. The book is well organized 
and the material presented with a minimum of repetition. 
Little emphasis is given the electrocardiogram since the 
author has published another text dealing exclusively with 
this method of examination. 


Pathology in General Surgery. By Paul W. Schafer, M.D., 
Professor of Surgery and Chairman of the Department 
at the University of Kansas School of Medicine, and from 
1940 to 1946 member of the staff, University of Chicago 
Clinics, Chicago, Illinois. 581 pages, with numerous illus- 
trations in color. Chicago: The University of Chicago 
Press, 1950. Price $17.50. 

This text encompasses congenital defects, inflammations 
and neoplasms with regional presentation. Color photo- 
graphs of pertinent gross and microscopic specimens accom- 
pany thumb-nail sketches of the clinical and pathologic 
features of surgically important lesions. A short but effec- 
tive bibliography is appended after each discussion. 

The surgical viewpoints expressed are in keeping with 
the most recent developments. Bronchial adenoma is classi- 
fied among malignant tumors of the lung. A strong plea 
is made for gastric resection early in the course of gastric 
ulcer. The malignant potentialities of carcinoids are dis- 
cussed. 

There is also considerable information on many of the 
uncommon surgical diseases. Sections are presented on 
cystic disease of the lung, solitary diverticulitis of the 
cecum, enteric pneumatosis, and scleroderma of the esopha- 
gus. Some omissions, such as Warthin’s adenolymphoma 
and Whipple’s lipodystrophy, are regrettable, but do not 
detract from the usefulness of the volume, which comprises 
an outstanding piece of work. 


Southern Medical News 


ALABAMA 


Dr. Alston Callahan, Birmingham, recently presented two lec- 
tures on surgical repair of eye and eyelid injuries to the Finnish 
Ophthalmological Society, Helsinki, Finland; and he presented before 
the International Congress of Ophthalmology in London two movies 
entitled “Cataract Extraction with Sclerectomy” and “Repair of Facial 
Orbital Maxillary Opening Using Mucosal-lined Tube Flap, Bone Graft 
and Other Plastic Procedures.” 

Dr. Gilbert F. Jordan (First Lieutenant) is the first physician 
trained under the Army Specialized Training Program to enter the 
Air Force Medical Service since the beginning of the Korean action 
at Maxwell Air Force Base, Montgomery, being commissioned on 
August 4. Dr. Jordan of Webster Groves, Missouri, was transformed 
from a residency at Jefferson-Hillman Hospital, Birmingham, to duty 
as medical officer in seven days. 


Dr. Frank M. Schabel, Jr., a native of Montana, receiving his 
Master’s degree from the University of Washington and his Ph.D. in 


’ bacteriology from the University of Chicago, has joined the staff of 


Baptist Hospital, Birmingham, as microbiologist. 

Dr. Martha Haygood, a resident of Birmingham two years ago, has 
returned to Birmingham to take up a residency in obstetrics after 
studying at the Baptist Seminary, Louisville, Kentucky. 
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Dr. | my K. Cline, Director, Cancer Research Laboratories, Medi- 
cal College of Alabama, Birmingham, has been named a special con- 
sultant by the Federal government in an all-out fight against cancer. 
Dr. Benjamin S. Meyer has opened an office in the Medical Arts 
Building, Birmingh for the practice of orthopedic surgery. 


ARKANSAS 


Dr. Sam Phillips, Little Rock, recently took special work in rheu- 
matic heart disease of children at St. Frances Sanatorium, New York 
City. 

Dr. G. C. Regnier has been appointed Chief of Radiology, Veterans 
Hospital, North Little Rock. ' 

Dr. Louis K. Hundley, Pine Bluff, was recently elected Vice- 
President, Pine Bluff Rotary Club. 

Dr. Lucille Kellmer has been appointed Junior Resident in Obstetrics 
oon Gynsstines. University of Arkansas School of Medicine, Little 
Rock. 


DISTRICT OF COLUMBIA 


George Washington University Hospital, Washington, has become 
affiliated with the Eye Bank for Sight Restoration, Inc., New York. 
Eyes donated through the University Hospital will be preserved and 
flown by airlines to the New York headquarters for examination and 
distribution within the 48 hour “‘life’’ limit of the cornea. 

he Rheumatism Society of the District of Columbia has elected 
Dr. Thomas McP. Brown, President; Dr. Milton C. Cobey, Vice- 
President; and Dr. Darrell C. Crain, Secretary-Treasurer, all of 
Washington. 

Clinical Club of Washington has elected Dr. Samuel Benjamin, 
President; Dr. Louis K. Albert, Vice-President, and Dr. William 
Kurstin, Secretary-Treasurer. 

Georgetown University School of Medicine, Washington, has had two 
new appointments to the faculty and one promotion: Dr. Francis 
Michale Forster as Professor of Neurology and Director of the Depart- 
ment of Neurology, succeeding Dr. Norman Q. Brill, resigned; Dr. 
Charles A. Hufnagel as Assistant Professor of Surgery and Professor 
of Experimental Surgery; and Dr. Frederic G. Burke as Professor of 
Pediatrics, succeeding Dr. William F. O’Donnell, resigned. 

Gallinger Municipal Hospital, Washington, has two staff promo- 
tions: Dr. Leroy E. Hoeck succeeding Dr. Lewis K. Sweet as Chief 
Medical Officer in Pediatrics; and Dr. Charles H. Nash, Jr., succeed- 
ing Dr. Robert H. Barter as Chief Medical Officer in Obstetrics and 
Gynecology. Dr. Sweet has accepted a research position with the 
National Institutes of Health, and Dr. Barter is now Associate Pro- 
fessor of Obstetrics and Gynecology, George Washington University 
School of Medicine. 

_Washington Sanitarium and Hospital, Washington, a six-story hos- 
pital building, was formally opened recently with 83 private rooms and 
18 semi-private rooms and 6 four-bed wards. 

Dr. James A. Gannon, Washington, has been reappointed a member 
of the Board of Education of the District of Columbia for another 
three-year term. 

Dr. Daniel L. Finucane, Superintendent of Glenn Dale Sanatorium, 
Washington, was recently honored in recognition of his twenty years 
po na by a reception attended by staff members and District 

icials. 

Dr. Dean M. Hayes, Washington, has accepted a directorship at 
St. Luke’s Hospital, Milwaukee, Wisconsin. 

Dr. Rene Cailliet, Medical Supervisor of the Kabat-Kaiser Institute, 
Washington, is associated with the Institute in Santa Monica, Cali- 
=. The Institute in Washington will be directed by Dr. Jean J. 

ivino. 

Dr. Ralph Grafton Smith, formerly Professor and Chairman of the 
Department of Pharmacology, Tulane University School of Medicine, 
New Orleans, Louisiana, has been appointed Chief of the new drug 
section of the Division of Medicine, Food and Drug Administration. 

Dr. Vernon Morse Padgett, Washington, has been appointed Director 
of the Bureau of Tuberculosis, a post left vacant by the death of Dr. 
A. Barklie Coulter in December 1949. 


FLORIDA 


Dr. Samuel R. Norris, Chief of the Department of Obstetrics, St. 
Luke’s Hospital, Jacksonville, since 1926, has been honored by the 
hospital board of directors who dedicated a portion of the maternity 
building of the hospital as the “‘Dr. Samuel Royall Norris Wing.” 

Dr. Helmut R. Guttmann, a research associate at the University of 
Tennessee College of Medicine, Memphis, has been appointed Assistant 
Research Professor and Biochemist in the Cancer Research Laboratory 
of the University of Florida, Gainesville. 

Dr. Wallace H. Mitchell, Key West, who accepted an assistant 
residency in obstetrics and gynecology at the University Hospital, 
Baltimore, Maryland, plans to resume his practice in Florida later. 

Dr. John O. Rao, Kissimmee, attended the International Cancer 
Congress in Paris while on an extended trip to Europe. 

Dr. Howard W. Reed, Gainesville, has been named a member of the 
National College Association’s Committee on Administration. He is 
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Director of the University of Florida’s Student Health Service. ‘ 
Dr. Joseph W. Taylor attended the International Congress of 
Ophthalmology in London and Paris and Dr. Joshua C. Dickinson 
the International Congress of Radiology in London and the Inter. 
national Congress of Cancer in Paris. neal 

Dr. Edward F. Fox and Miss Virginia Orr, both of Miami Beach, 
were married recently. 

Florida’s new $4,000,000 Southeast Tuberculosis Sanatorium, located 
at Lantana near West Palm Beach, a 500-bed institution, is the first 
of three new hospitals for tuberculous patients to be built under the 
Hospital Survey and Construction Act. Dr. R. D. Thompson, who has 
served as Medical Director for the sanatorium at Orlando from 1948 
to February 1949, is Medical Director. Tampa will receive a 500-bed 
unit serving the Southwest area, and Northwest Florida will be served 
by a 350-bed hospital to be constructed in Tallahassee. Dr. Henry 
C. Sweany, Medical Director of Research and Director of Laboratories 
at the Municipal Tuberculosis Sanatorium, Chicago, became Chief 
Medical Director for all Florida state tuberculosis hospitals on October 
1. Dr. Sweany is an Associate Professor of Medicine at Northwestern 
University. 


GEORGIA 


Neurological Society of America held its third annual meeting 
September 14-16 at the Cloisters, Sea Island. 

American Society of Tropical Medicine, American Academy of 
Tropical Medicine and the National Malaria Society will hold their 
combined annual meeting at the Hotel DeSoto in Savannah, November 


6-9. 

Dr. Paul B. Beeson and Dr. Arthur P. Richardson, Emory Uni- 
versity professors, Atlanta, have been appointed associate deans of the 
Medical School to assist Dr. R. Hugh Wood, Dean. Dr. Beeson is 
Chairman of the Department of Medicine and Dr. Richardson is 
Chairman of the Department of Pharmacology. 

Dr. Harry B. O’Rear, Durham, North Carolina, has been named 
Professor and head of pediatrics, Medical College of Georgia, Augusta. 

Assistant Surgeon General R. E. Dyer has retired as Director of the 
National Institutes of Health, Bethesda, Maryland to accept appoint- 
ment as Director of Research at the Robert Winship Clinic of the 
Emory University School of Medicine, Atlanta. Dr. Dyer has spent 
thirty-four years in the Public Health Service. 

Dr. John T. Arnold, Parrott, was recently presented a 50-year pin 
and Certificate of Distinction by the Medical Association of Georgia 
honoring him for his half a century of service in the practice of 
medicine. 

Dr. Charles G. Boland, Atlanta, has been appointed Medical Di- 
rector, Plantation Pipe Line Company. 

Dr. Theodore Everett has opened an office in Augusta, practice 
limited to urology. : 

Dr. Thomas R. Freeman has opened offices in Savannah, practice 
limited to surgery. 4 

Dr. William F. Friedewald, Atlanta, Professor of Bacteriology, 
Emory University School of Medicine, has been awarded a $13,176 
grant by the National Cancer Institute, U. S. Public Health Service 
for the study of ‘‘viruses and tumors.” : 

Dr. Thomas M. Hall, II, formerly of Milledgeville, has accepted a 
post on the medical staff of the Fairfield State Hospital, Newtown, 
Connecticut. 

Dr. Byron Harper is associated with Dr. Charles Howard, Atlanta, 
in the practice of medicine. _ 

Dr. James, Albany, has been named to the American Board 
of Surgery. 

Dr. R. Bruce Logue, Atlanta, was elected a director of the Scientific 
Council of the American Heart Association at the annual meeting held 
in San Francisco. A 

Dr. J. L. Morris, Alpharetta, has retired from active practice after 
thirty-eight years in the practice of medicine. His son-in-law and 
daughter, Dr. J. A. Roberts and Dr. Jessie Morris Roberts, bought the 
clinic and will operate it under the name of the Roberts Clinic. 

Dr. Thomas E. Oden, Blackshear, was recently presented a 50-year 
pin and Certificate of Distinction by the Medical Association of Georgia 
honoring him for his half a century of service in the practice of 
medicine. 

Dr. Julian A. Fp is associated with Dr. L. H. Muse, Atlanta, 
in the practice o iatrics. 

Dr. Richard E. Boger is associated with Dr. Samuel W. Perry and 
Dr. H. Bagley Benson, Atlanta, in the practice of pediatrics. 

Dr. Jack H. Powell, Jr., has returned to Newnan to enter the 
practice of medicine and will be associated with Drs. Jos. B. Peniston, 
Jas. H. Arnold and Jos. W. Parke, Jr. 

Dr. Herbert M. Oinick, formerly of Dahlonega, has opened an office 
in Macon for the practice of radiology. ; ‘ 

Dr. J. J. Wright, Greenville, has been appointed Director, State 
Training School for Mental Defectives at Gracewood, succeeding Dr. 
Wallace Winter, Augusta, resigned. 4 : 

Dr. Hilton F. Wall has opened an office in Atlanta for the practice 
of general surgery. 

Dr. Bothwell Traylor, formerly of Augusta, has opened an office in 
Athens for the practice of obstetrics and gynecology. 

Dr. Addison W. Simpson, Sr., Washington, was recently chosen 8s 
the recipient of the Gold Alumni award of Presbyterian College, a 
award given annually to the alumnus who has made outstan 
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growth is it becomes 


Today, OLAC formulas for infants 
assure generous protein intake 


Dr. Cheadle’s words, quoted above, re- 
veal an understanding of nutrition 
years ahead of his time. Physicians now 
recognize not only the baleful effects of 
protein deficiency but the many ad- 
vantages of optimum protein nutrition. 


OLAC* is Mead’s high protein food 
designed for both premature and full 
term infants. Fed in the recommended 
amounts, it provides more protein than 
the Recommended Daily Allowance of 
the National Research Council. 

The two carbohydrates in OLAC are 
Dextri-Maltose* and lactose. A highly 


refined vegetable oil is used in place of 
milk fat. 


The preparation of OLAC formulas is 
simplicity itself; only water need be 
added. Formula tables are available on 
request. 


#Cheadle, W. B.: Artificial Feeding of Infants, 1896; 
Cited by Clements, A. D.: M. J. Australia 2:404, 1946. 


*T. M. Reg. U.S. Pat. Off. 
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progress in his chosen profession. Dr. Marshall W. Brown, President of 
the College at Clinton, South Carolina, made the award. 


KENTUCKY 


Dr. J. B. Lukins, Louisville, was appointed a member of the Judicial 
Council of the American Medical Association at the June meeting in 
San Francisco. 

Dr. Marion F. Beard, Louisville, read a paper before a meeting of 
the International Society of Hematologists recently at Cambridge Uni- 
versity, England. Dr. Beard is Assistant Clinical Professor of Medicine 
and head of the Section on Hematology, University of Louisville School 
of Medicine. 

Dr. James O. Willoughby and Dr. M. J. Cundiff, D.D.S., have 
established a clinic in Shepherdsville. 

Dr. Erwin W. Straus, Lexington, was Chairman of a second medical 
mission to Germany organized by the Unitarian Service Committee in 
cooperation with the U. S. Department of State, to make personal 
contacts, to study the conditions of German universities, to ascertain 
their needs and to observe their reconstruction. 

Dr. R. J. Phillips has opened an office in Owenton for the practice 
of medicine. 

Dr. Fred W. Rankin, Lexington, has been elected a member of the 
French Academy of Surgery. 

Dr. Charles K. Bush, formerly of Louisville, 
Superintendent, Dixon State Hospital, Dixon, Illinois. 

Dr. H. Lester Reed, Louisville, has been appointed neurosurgeon 
consultant at the Central State Hospital, Lakeland. 

Dr. Hollis Jchnson, Jr., after completing a residency in internal 
medicine at Louisville General Hospital, Louisville, has gone to the 
New York Hospital, Westchester Division, White Plains, to take a 
residency in psychiatry. He plans to return to Kentucky to enter 
practice. 

Dr. Howard W. Ripy has located in Lexington. 

Dr. Lawrence P. Emberton has located in Edmonton. 

A 48-bed Convalescent Hospital for the Kentucky 
Crippled Children, near Lexington, was opened recently. 

University of Louisville School of Medicine, Louisville, has made the 
following appointments: Dr. Bruce Underwood, Professorial Associate 
in Preventive Medicine and Public Health; Dr. Arthur M. Schoen, 
Instructor in Medicine and Research Assistant in Surgery. Medical- 
faculty promotions: Dr. Robert P. Bergner to Associate Professor of 


has been named 


Society for 


56 SOUTHERN MEDICAL JOURNAL 


October 1959 


Anesthesiology; Dr. J. Duiiy Hancock to Clinical Professor of Surgery. 
Dr. Charles G. Baker, Dr. Lewis Fine, Dr. George McAuliffe ang 
Dr. Maurice T. Fliegelman to Clinical Instructors in Dermatology ang 
Syphilology. 


LOUISIANA 


Dr. Ralph V. Platou, Chairman of the Department of Pediatrics, 
Tulane University of Louisiana School of Medicine, New Orleans, was 
awarded a two-month traveling fellowship in pediatrics by the Worid 
Health Organization. He observed infant care in medical centers ang 
schools in London, inspected medical facilities in Zurich, Switzerland, 
where he participated in the International Congress of Pediatrics, ang 
visited Stockholm, Sweden; Oslo, Norway; and Rotterdam, Holland, re. 
turning to New Orleans, September 15. 

Dr. D. V. Longo has been elected President, Dale Carnegie Club of 
New Orleans. 

Louisiana Heart Association announces two fellowships in cardiology, 
to be known as the Charles Payne Fenner, Jr. Memorial Fellowship 
and the Leon H. Rittenberg Fellowship, duration of one year, grant 
$2,400 to $3,000 each, open to doctors having served at least one year 
of internship and one or more years of formal resident training jn 
internal medicine or pediatrics. Applications should be mailed to 
Dr. Allen M. Goldman, Secretary-Treasurer, Louisiana Heart Associa- 
tion, 3439 Prytania Street, New Orleans. 


MARYLAND 


Maryland Society for Medical Research has been formed by a repre- 
sentative group of laymen, practicing physicians and medical scientists, 
its purpose to encourage and advance research in biology, medicine, 
dentistry, pharmacy and veterinary medicine, a nonprofit corporation 
chartered under the laws of Maryland. Three types of membership: 
active, $1.00; sustaining, $5.00; and life, $100.00. Dr. D. C. Smith, 
522 W. Lombard Street, Baltimore, is Secretary. 

A development project to aid Johns Hopkins Institutions, Baltimore, 
has been approved and will be financed by a $5,000,000 city bond 
issue, approved by the voters in 1948 and a two-to-one matching by 
federal funds which were made available for redevelopment purposes 
under the Housing Act of 1949. The project will cover a nine-block 
area facing on the west side of Broadway, opposite the main entrance 


Continued on page 62 


Biography of a native son receives praise throughout South! 


mended.” 


“For a fascinating biography of a man, a history of an important phase of medical develop- 
ment, and a moving story of a great human, WOMAN’S SURGEON can well be recom- 


COURIER 
Charleston, S. C. 


“Both Sims’ faults and his virtues as man and as doctor are honestly told in this book.” 


BIRMINGHAM NEWS 
Birmingham, Ala. 


“It is difficult for a South Carolinian te lay the book down once he has begun to read it.” 


COLUMBIA RECORD 
Columbia, S. C. 


“WOMAN'S SURGEON is a delightful book, rich in new data, beautifully told, and bids 
fair to become the best and most popular medical biography since Cushing’s OSLER.” 


SOUTHERN MEDICAL JOURNAL 


432 pp., $5.00, published by THE MACMILLAN COMPANY. 
60 Fifth Ave., New York 11, N. Y. 


‘The Life Story of Marion Sims 
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“Of all the medications tried for treatment of the common cold 
during my thirteen years as Chief of Otolaryngology at this school*, 


[Par-Pen] has proved the most satisfactory.” 


Furlong, T.F., Jr.: Clinical Test of a New Spray, Arch. Otolaryng. 48:658. 
*The Pennsylvania School for the Deaf, Philade!phia 


POTENT BACTERIOSTASIS Par-Pen 


provides the potent antibacterial action of 5000 
units of penicillin per cc. ... plus the vasoconstriction 
of ‘Paredrine’ Hydrobromide, 1%. 


DEEP PENETRATION Penicillin in 


solution penetrates the tissues more readily than 


the sulfonamides or tyrothricin, reaching deeply 


embedded organisms. 


> penicillin-vasoconstrictor 


Now packaged in convenient 1% fl. oz. bottles. 


*Paredrine’ & ‘Par-Pen’ T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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AN EFFECTIVE AGENT 
DR MORE SUCCESSFUL 
[ANTIRHEUMATIC ACTION 


blood levels by medication per os is now far more 


The achievement of clinically adequate salicylate 


practicable—with Pabalate® This new, synergic 
combination of two well-known antirheumatics*— 
sodium salicylate and para-aminobenzoic acid 
—toakes maximum therapeutic advantage of each 
drug’s remarkable ability to elevate materially 


the blood level of the other,’ “when given together. 


Particularly in cases r t to the maint e of 


requisite blood levels, Pabalate affords an effective 


agent for more successful antirheumatic action. 


it is available in two forms: Tablets (énteric-coated to 
obviate gastric irritation), and chocolate-flavored Liquid 
(highly acceptable at all ages, particularly by children). 


Each Pabalate Tablet or each 5 cc. (one teaspoonful) 
of Pabalate Liquid contains: Sodium Salicylate, 
U.S.P. (5 grs.) 0.3 Gm.; Para-ominobenzvic Acid 

{as the sodium salt) (5 grs.) 0.3 Gm. 


INDICATIONS: rheumatoid arthritis, acute rheumatic 
fever, fibrositis, gout, osteoarthritis. The Liquid i is 

also recommended as a simple Igesic and 
to replace aspirin or other salicylate therapy. 


SUPPLIED: Pobolate Tablets in botties of 100 and 500. 
Pabalate Liquid in pints and gallons. 


1. Belisie,, M.; Union Med. Can., 77:392, 1948. 

2. Dry, T. J. et ol.: Proc. Staft Meetings Moyo Clin., 21:497, 
1946. 3. Rosenblum, H. ond Fraser, L. E.: Proc. Soc. Exper. Biol. 
and Med., 65:178, 1947. 4. Salossa, Bollman ond Dry: 

J. Lob. Clin. Med., 33:1393, 1948. 


A H. ROBINS CO., INC. +> RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 
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Treatment individualized 
to patient. 
} One or two tablets (50 
4 or 100 mg.) every six 
BROMIDE 7 hours, around the clock, in 
BRAND OF METHANTHELINE BROMIDE © _ peptic ulcer management. 


THE NEUROGENIC APPROACH— 
A MAJOR ADVANCE IN ULCER THERAPY 


BANTHINE is not an alkali. It is a true anticholinergic drug which, through its inhibi- 
tion of excess vagal stimulation, controls hypermotility consistently, reduces hyper- 
acidity in most instances and relieves ulcer pain promptly. 

The clinical success of BANTHINE has been demonstrated by roentgenographic 
and gastroscopic evidence of healing as well as by laboratory and symptomatic 


evidence of improvement. 
*Trademark of G. D. Searle & Co., Chicago 80, Illinois 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
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Still the primary objective ---~. 


: With Salcedrox, relief of arthritic pain is more positive 
x than from salicylates alone. 


s Salcedrox may be given in adequate dosage to pro- 
§ x duce the high blood levels needed in the treatment of 
Y arthritis, rheumatic fever, neuritis, and allied condi- 

tions. 


‘ Because of the buffering agents present, Salcedrox 

\ is readily tolerated by the gastric mucosa. Its content 

‘ of calcium reduces the systemic toxicity of sodium 

N salicylate and the calcium ascorbate corrects the vita- 

. min C deficiency frequently seen in rheumatic states. 

\ Available on prescription through all pharmacies. 
‘\ Literature available on request. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 


NEW YORK « SAN FRANCISCO KANSAS CITY 


Each Salcedrox 
Tablet supplies: 


a Sodium salicylate...... 5 gr. 
Aluminum hydroxide 

gel, dried. eee 

Calcium ascorbate . 


: (equivalent to 50 mg. 
ascorbic acid) 
Calcium carbonate..... 1 gr. 
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In biliary tract disease, OXSORBIL 
Capsules provide a unit action only 


of choleretic, hydrocholeretic, 
cholagogue and fat emulsifier. 

Complete flushing and evacuation 
ef the gall bladder and the biliary 
duets are achieved through the 
integrated actions of extract of ox 
bile, dehydrocholic, desoxycholic 
and oleic acids. Since fats are most 
efficient cholagogues per se, they 
can be incorporated in the diet 
because the exceptionally efficient 
fat emulsifier in OXSORBIL 
Capsules (Sorbitan Monooleate 
Polyoxyethylene Derivative) permits 
the patient to tolerate a more 
normal diet with comfort. 
Literature available. 


Each 
Capsule Contains: 


Dehydrocholic Acid . . . . . Yagrain 
Desoxycholic Acid. . . . . Ya grain 
Extract of Ox Bile U.S.P.. . . . 1 grain 
Sorbitan Monooleate Polyoxy- 

ethylene Derivative . . . . 2% grains 
Oleic Acid U.S.P.. . 2% grains 


Oxsorb 


CAPSULES 


i| 


% OXSORBIL is a trade-mark of ives-Cameron Company, Inc. 


IVES-CAMERON COMPANY, INC. 
22 East 40th Street, New York 16, N.Y. 


possible with a rational combination 
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Each colorful, two-tone Capsule pro- 
vides, ina dry, oil-free powder: 


DICALCIUM PHOSPHATE 
(Anhydrous) Gm. ( 7 grains) 


-0.15 Gm. (235 grains) 
U.S. P. Units 


400 U.S.P. Units 
3.00 mg. 


No.fishy taste or odor. 


SUPPLIED: Bottles of 100. Available 
through all Prescription pharmacies, 


Samples and literature On request, 
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of the hospital. The overcrowded structures will be replaced by modern 
garden apartments, stores, student dormitories, a hotel and an office 
building for physicians. 


MISSISSIPPI 


Dr. William Gail Riley announces the opening of offices and asso- 
ciation with Dr. Franklin Gail Riley, Riley Hospital, Meridian, practice 
limited to pediatrics. 


MISSOURI 


American Public Health Association will hold its 78th annual session 
in St. Louis, October 30-November 3. Dr. J. Earl Smith, St. Louis, is 
Chairman of the St. Louis local committee. 

Dr. Harry L. Alexander, Clinical Professor of Medicine, Washington 
University School of Medicine, St. Louis, has retired as editor of the 
Journal of Allergy, having been editor since its establishment in 1929, 
Dr. William B. Sherman, Associate in Medicine, Columbia University 
College of Physicians and Surgeons, New York, and a member of the 
gh Presbyterian and Roosevelt hospitals, has assumed the duties 
of editor. 

Dr. C. Rollins Hanlon, recently Assistant Professor of Surgery, 
Johns Hopkins University School of Medicine, Baltimore, Maryland, 
has been appointed Director of the Department of Surgery, St. Louis 
University School of Medicine, St. Louis. 

Dr. Robert E. Shank, head of the Department of Preventive Medi- 
cine and Public Health, Washington University School of Medicine, 
St. Louis, has been appointed to membership on the Food and Nutri- 
tion Board of the National Research Council for one year. 

Dr. Herbert H. Schmidt, Marthasville, was honored for his twenty- 
five years of service as physician in the city when anniversary gifts 
were presented to him and Mrs. Schmidt after a two-hour program 
with over 1,500 persons present. 

Dr. C. Edgar Virden, Kansas City, was elected President, American 
College of Radiology, at its meeting held in June in San Francisco. 

Dr. G. V. Stryker, St. Louis, was installed Vice-President of the 
St. Louis University School of Medicine Alumni Association, and Dr. 
A. E. Brodeur, St. Louis, Secretary-Treasurer at installation ceremony 
held in San Francisco. 

Dr. M. Hayward Post, St. Louis, attended the International Con- 
gress of Ophthalmology which met in London in July. 

Dr. Louis H. Kohler, St. Louis, was presented a television set by 
the employees of the St. Louis State Hospital at a surprise party 
recently honoring his twenty-five years of service at the hospital. 

American Roentgen Ray Society held its 50th anniversary meeting 
in St. Louis, September 26-29. 


NORTH CAROLINA 


Piedmont Proctologic Society at its annual meeting held in Hender- 
sonville elected Dr. C. R. Deeds, Hendersonville, President; Dr. J. M. . 
Stockman, Knoxville, ‘Tennessee, Vice-President; and Dr. C. S. 
Drummond, Secretary, Winston-Salem, re-elected. The next meeting 
will be held in Knoxville, Tennessee, March 31, 1951. 

Dr. Raymond Thompson announces the association of Dr. William 
E. Froemming with the Thompson Clinic of Urology in the Pro 
fessional Building, Charlotte. : 

Dr. Paul Campbell, dermatologist with the Division of Industrial 
Hygiene of the Public Health Service, resigned August 1 to enter 
private practice in Fayetteville. 

Dr. William deB. MacNider retired recently as Kenan Research 
Professor of Pharmacology, University of North Carolina School of 
Medicine, Chapel Hill, where he had been a member of the faculty 
fifty-one years. He was presented a silver tray by the medical faculty 
and a scroll by the University in testimony of his long service. 

Dr. Warner L. Wells, Durham, is on leave of absence from Duke 
University School of Medicine and is serving as Surgical Consultant 
to the Atomic Bomb Casualty Commission of the National Research 
Council, with offices in Kure, Hiroshima, and Nagasaki, Japan. 

Dr. Joseph Black Alexander is associated with Dr. Harry Duff 
Riddle, Gastonia, in the general practice of medicine. - 

Dr. Benjamin Vatz has opened offices in the Nissen Biulding, 
Winston-Salem, for the practice ef internal medicine. 

Dr. John W. Baluss, Jr., has opened offices in Fayetteville for the 
practice of orthopedic surgery. PS 

Dr. Jesse B. Caldwell has opened offices in the Realty Building, 
Gastonia, for the practice of obstetrics and gynecology. 

Kernodle Clinic, Burlington, was opened recently by Drs. Harold B., 
John R. and Charles E. Kernodle, Jr. : 

Dr. Tom B. Daniel is associated with Dr. John S. Rhodes, Raleigh, 
in the practice of urology. ss 

Dr. J. Leonard Goldner has been appointed Associate in Orthopedics, 
Duke University School of Medicine, Durham. 

Two Duke University physicians have received fellowships for brain 
tumor research: Dr. Frank R. Wrenn, Jr., has been appointed to a post 
doctorate fellowship of the Atomic Energy Commission; and Dr. 
Byron M. Bloor to a Damon Runyon Clinical Research Fete 
The new grants raise the total of outside funds received by the ¢ 
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HOOKWORMS 
outright! 


Parasitologists regard Crystoids Anthelmintic as the drug of choice for elimination of 
hookworm and certain other intestinal parasites, because this superior vermifuge has 
demonstrated exceptional effectiveness and safety. Moreover, the parasites are usually 
killed outright, eliminating the danger of migration. 


Crystoids Anthelmintic pills contain crystalline hexylresorcinol. When properly admin- 
istered (i.e., swallowed whole), Crystoids Anthelmintic pills are unusually free of toxicity. 
A single administration is effective in 95% to 100% of cases of roundworm and 75% 
to 85% of cases of hookworm. 


Crystoids Anthelmintic pills are indicated in treatment of infestation with roundworm, 
hookworm, pinworm or seatworm, whipworm or threadworm, and dwarf tapeworm. Sup- 
plied in hard-coated pills of two strengths: 0.2 Gm. (1 vial of 5 pills) for 
adults and children 6 years and over; 0.1 Gm. (1 vial of 6 pills) for in- 
fants and children up to 6 years. Sharp & Dohme, Philadelphia 1, Pa. 
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HAIMASED 


finest of all 


hypotensive 


Sulfocyanates 


“the only known substances which will, with 


reasonable safety and over an extended period 


of time, effect substantial reduction in blood 


pressure."'! 


All the hypotensive efficacy of the Sulfocyan- 


ates'3 (Thiocyanates) are available in HAIM- 


ASED in the first and finest Sulfocyanate 


|. Annals of West. Med. & Surg., 1:173, 
1947. 


2. Modern Medicine, 16:71, 1948. 
3. Med. Clinics No. America, May 1949. 


The TILDEN Company 
New Lebanon, N. Y. 
St. Louis 3, Mo. 


liquid made in the United States. HAIMASED 


is stable, palatable, easy to take, sugar-free. 


Properly adminstered, sulfocyanate therapy is ‘an effective 


drug for the control of high blood pressure in selected 


cases.’ 


Each 100 cc. of HAIMASED represents 4.4 Grams (20 grains 


to the fluid ounce) of Sodium Sulfocyanate. 


Samples and literature upon 


physician's request 


Over 125 years of faithful service to the medical 
profession .. . by the oldest manufacturing phar- 
maceutical house in America. Founded |824. 
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Accumulating evidence!” is more firmly establishing the ability of inositol 
to reduce abnormally high blood cholesterol levels. This lipotropic agent 
activity has been demonstrated not only in patients with liver disease, but 
also in the presence of diabetes mellitus.* 

Since hypercholesterolemia is regarded as a forerunner of atherosclerosis 
which in turn leads to local or generalized arteriosclerosis, inositol consti- 
tutes a sound weapon for the prevention or active treatment of degenera- 
tive arterial disease. Although the lipotropic activity of inositol is evident 
in the absence of all other therapy, the use of a high protein, low fat diet 
and the administration of other B complex vitamins is also advisable. 

Inositol-C.S.C., supplied in 0.5 Gm. tablets, is indicated whenever 
lipotropic action of this substance is required. Average dose, 1.0 Gm. 
three times daily. 


(1.) Felch, W. C.: New York Med. 5:16 (Oct. 20) 1949. (2.) Leinwand, I., and Moore, D. H.: Am. Heart 
J. 38:467 (Sept.) 1940. (3.) Felch, W. C., and Dotti, L. B.: Proc. Soc. Exper. Biol. & Med. 72:376 (Nov.) 1949. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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University School of Medicine to $8,200 in 1950, all for brain tumor 
investigations. 

Recent staff members added to the medical faculty of the University 
of North Carolina School of Medicine, Chapel Hill: Dr. Thomas C 
Butler from Associate to Professor and head of the Department of 
Pharmacology; Dr. J. Logan Irvin and Dr. Carl E. Anderson, Asso- 
ciate Professors of Biological Chemistry; Dr. Jack H. Brown, Assistant 
Professor of Physiology; Dr. James Arnold Green and Dr. Harold F. 
Parks, Instructors in Anatomy; Dr. Milton Huppert, Instructor in 
Bacteriology; Dr. George Philip Manire, Assistant Professor of Bac- 
teriology; and Dr. J. Smith Henry Foushee, Jr. as Fellow in Pathology. 

Psychiatrists added to the staff of the State Hospital, Raleigh, 
include Dr. Herbert B. Brumer of Clinton, Iowa; Dr. Samuel M. 
Solomon, of Brooklyn, New York; Dr. Phillip Korn of Rhode Island 
State Hospital; Dr. William J. Buffaloe of Franklinton, North Caro- 
lina; Dr. Maria W. Koropecka, a graduate intern; Dr. Charles W. 
Taylor, of Oconomowoc, Wisconsin; and Dr. Oscar Bergmanis of Riga, 
Latvia. 


OKLAHOMA 


Dr. Clarence E. Northcutt, former mayor of Ponca City, past presi- 
dent of his local Chamber of Commerce, and Kiwanis Club, was 
named by the people of his home city as their ‘‘Most Useful Citizen” 
seventeen years ago. Dr. Northcutt was recently presented with a 
gavel suitably engraved as Past President of the Conference of Presi- 
dents at the American Medical Association meeting in San Francisco. 

Military Service Committee, appointed by Dr. Ralph McGill, Presi- 
dent of the Oklahoma State Medical Association, is composed of Dr. 
J. D. Shipp, Tulsa; Dr. W. D. Hoover, Tulsa; Dr. Milam F. Mc- 
Kinney, Oklahoma City; Dr. Shade D. Neely, Muskogee; Dr. Joe 
Duer, Woodward: Dr. J. B. Hollis, Mangum; and Dr. J. F. Park, Mc- 
Alester. This committee will survey the medical manpower of the 
State as it pertains to the needs of both civilian defense and the 
military services. 

Oklahoma State Medical Association and the Journal of the Okla- 
homa State Medical Association have moved the Executive Offices 
from 210 Plaza to 1227 Classen, Oklahoma City. 

Oklahoma Physicians Veterans Association was organized during the 
annual meeting. Dr. Paul Gallaher, Shawnee, was elected President; 
Dr. Ralph Hubbard, Oklahoma City, Vice-President; Dr. Shade D. 
Neely, Muskogee, President-Elect; and Dr. Johnny Blue, Oklahoma 
City, Secretary-Treasurer. 
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Oklahoma-Arkansas Regional Meeting of the American College of 
Physicians met at the Mayo Hotel, Tulsa, September 30. 

Dr. Richard W. Loy has joined the Loy-McDonald Clinic, Pawhuska, 

Dr. A. B. Colyar, Director, Pittsburg County Public Health Depar- 
ment since January 1949, has resigned to do additional work in public 
health and hygiene at Johns Hopkins, Baltimore, Maryland. 

Dr. Marie Lane is associated with her husband, Dr. Wilson H. Lane, 
in practice at Britton. 

Dr. Joseph Fulcher, Tulsa, has built a new urological clinic. 

Dr. Glen Berkenbile is associated with the McCurdy Hospital and 
Clinic at Purcell. 

Dr. Denny H. Cramblet, a graduate of St. Louis University School 
of Medicine, St. Louis, Missouri, is practicing medicine in Stigler. 


SOUTH CAROLINA 


Three members with long service on the faculty of the Medica! 
College of the State of South Carolina, Charleston, retired as pro- 
fessors emeriti at the end of the June session: Dr. George M. Mood, 
Dr. John F. Townsend and Dr. Daniel L. Maguire. 

Dr. Walter G. Coker is associated with Dr. George R. Wilkinson, 
Greenville, in the practice of internal medicine. 

Dr. Howard Smith has opened an office in Conway for the practice 
of pediatrics. 

Dr. Lloyd Pate, Fayetteville, has opened offices in McColl for the 
practice of general medicine. 

Dr. E. Arthur Dreskin, formerly associate pathologist at Grant 
Hospital, Chicago, Illinois, has been appointed pathologist at Green- 
ville General Hospital, Greenville, succeeding Dr. Robert Lyons. 

Dr. J. H. Crooks, Greenville, has recently passed the certification 
examination of the National Board of Dermatology and Syphilology. 


TENNESSEE 


Tennessee Radiological Society at its annual meeting held in Mem- 
phis elected Dr. Walter W. Robinson, Memphis, President; Dr. Walter 
D. Hankins, Johnson City, Vice-President; and Dr. J. Marsh Frere, 
Chattanooga, Secretary-Treasurer. 

Dr. Ralph H. Adams has resigned as head of Good Samaritan 
Hospital, Woodbury, and after a speaking tour in this country, 
Argentina and Italy, he will become Professor of Clinical Surgery, 
Boston University Medical School, Boston. 
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Searching for something which would bring quick relief, Dr. 
Goldberger found dried grain-grown brewers’ yeast to be the 5 seta 
highest and surest of all known products in the ''P-P'', Pellagra ! 


Pellagra is but one use for the Yeast. VITA-FOOD Debittered 
Yeast, for example, is being increasingly used for vitamin B 
reenforcement in child feeding and in nutritional disorders where 
the physician wishes to be sure of enough vitamin B along with the 
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Pellagra is caused by a one-sided diet. Let all note this. Let 
no one urge one single product to the exclusion of everything Dr. 
Goldberger found valuable. Human life is too important to not 
be informed of every possible prevention and relief. Those afflicted 
with Pellagra, or eating a diet which causes it, need more milk and 
eggs, more lean meat, and more vegetables and fruits. 
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For your 
allergic 
patients... 
the 
antihistamine 
that gives 


"Round-the-clock relief 
from 4 small doses 


Decapryn’s long-lasting relief,‘ combined with low milligram 
dosage,” makes it the ideal antihistamine for treating difficult 
allergies, or patients who have not responded to other drugs. 


1. “Symptoms were relieved from 4 to 24 hours after the 
administration of a single dose of Decapryn—” . . . Sheldon, 
J.M. Et al: Univ. Mich. Hosp. Bull. 14:13-15 (1948) 


2. “It was found that 12.5 mg. could be given during the day with 
comparatively few side reactions and yet maintain good clinical results—” 
. - MacQuiddy, E.L.: Neb. State M.J. 34:123 (1940) 


DECAPRYN (DOXYLAMINE) SUCCINATE 
Available on prescription only, as pleasant-tasting liquid, or tablets (12.5 mg., 25 mg.) 


CINCINNATI U.S.A. 
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announcing: 


‘EDRISAL with CODEINE’ 


for the relief of moderately severe pain 


... relieves pain dramatically 


... lifts the patient’s mood 


...averts the depressant effect of codeine 


Important: ‘EDRISAL with CODEINE’ does not replace 
familiar ‘Edrisal’. ‘EDRISAL with CODEINE’ is for use in 
conditions that require more potent analgesia. 


Smith, Kline & French Laboratories, Philadelphia 


‘Edrisal’ & ‘Benzedrine’ T.M. Reg. U.S. Pat. Off. 


= 
‘Benzedrine’ Sulfate _2.5mg.- 
able in bottles of 50 tablets a 
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MOST EFFECTIVE MOLYBDENIZED FERROUS SULFATE 
IRON THERAPY +2 
KNOWN 


Most effective |? and well tolerated * 4 White’s Mol-Iron Liquid also has real taste-appeal for your pa- 
tients. Children especially, even those who are medicine-shy, will readily follow your dosage schedule 
when you prescribe good-tasting White’s Mol-Iron Liquid. 

Each delicious teaspoonful of Mol-Iron Liquid contains 40 mg. of elemental iron. 

May be conveniently administered in a small quantity of water or fruit juice, club soda or ginger 
ale (not in milk). 


Recommended Therapeutic Dosage: 


CHILDREN: Up to 2 years—!4 teaspoonful 3 times daily 
2 to 6 years—1 teaspoonful twice daily 
6 to 12 years—1 teaspoonful 3 times daily 
ADULTS: 2 teaspoonfuls 3 times daily 


Supplied: pottes of 12 fluid ounces. 
ALSO AVAILABLE: —Mol-Iron Tablets—bottles of 100 and 1000. 
Mol-Iron with Liver and Vitamins—(capsules) in bottles of 100 and 1000. 
Mol-Iron with Calcium and Vitamin D—(capsules) in bottles of 100 and 1000. 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obst. & Gynec. 57:541 (1949). 
2. Chesley, R. R., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68 (1948). 


3. Neary, E. R.: Am. J. M. Sc. 2/2:76 (1946). 
4. Kelly, H. T.: Pennsylvania M. J. 5/:999 (1948). 
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Dr. Paul H. Goodman, President of the McMinnville Exchange 
Club, was presented the E. W. Sprague Memorial Award which is 
given annually to the outstanding Exchange Club in the state. 

Dr. Frank S. Flanary has opened an office in Kingsport for the 
practice of pediatrics. 

Dr. E. Pershing Muncy is associated with Milligan Clinic, Jefferson 
City. 

Dr. Joseph Franklin Fisher of North Carolina has located in Sparta. 

Dr. Leighton N. Smith, Nashville, has moved to Sparta for the 
practice of medicine. 

Dr. H. James Brown, for the past three years a resident physician 
in Louisville General Hospital, Louisville, Kentucky, has opened an 
office in Kingsport. 

Dr. Howard B. Marble, Lyn-Mar Hills, succeeds Dr. William E. 
Nunnery as plant physician for the American Enka Corporation, 
Lowland, and will also continue general practice in Morristown. 

Dr. Bland W. Cannon has opened an office in Memphis, practice 
limited to neurological surgery. 

r. Lorenzo H. Adams is associated with Dr. William Milton Adams 
in the practice of plastic and reconstructive surgery at Memphis. 

Dr. Hubert K. Turley, Jr., is associated with Dr. John L. Shaw 
for the practice of urology and urological surgery, Shaw-Turley Clinic, 
Baptist Hospital Annex, Memphis, Tennessee. 

Dr. James G. Hughes and Dr. James N. Etteldorf, Associate Pro- 
fessors of Pediatrics, University of Tennessee College of Medicine, 
Memphis, have been awarded a research grant of $15,179 by the 
National Heart Institute to be used to continue studies of high blood 
pressure in children. 

Dr. Alyce H. Lipscomb, who is a member of the faculty of the 
University of Tennessee College of Medicine, Memphis, is in part-time 
practice of internal medicine with the Stevenson Brothers Clinic, 
Memphis. 

Dr. Russell S. Jones, Assistant Professor of Pathology, University of 
Tennessee College of Medicine, Memphis, has been awarded a $4,492 
research grant by the United States Public Health Service, a renewal 
of one awarded Dr. Jones last year, for the study of rheumatic fever: 
and Dr. Robert A. Woodbury, head of the Department of Pharma- 
cology, has received a renewal of a $7,961 research grant to continue 
a study of the uterus in animals and human beings. 

University of Tennessee College of Medicine, Memphis, has ad- 
vanced Dr. John L. Wood, Associate Professor of Chemistry to Pro- 
fessor and has added to its staff two assistant professors of pathology: 
Dr. George W. Changus, formerly of Tulane University School of 
Medicine, New Orleans, Louisiana; and Dr. Robert H. Fennell, Jr., 


October 1930 


who received training in pathology at Massachusetts General Hospital, 
Boston. Other assistants appointed are Dr. Ilsa Caswell, Assistant ig 
Medicine; Dr. Robert S. Caradine, Dr. William F. Mackey and Dr, 
Hal P. James, all Assistants in Obstetrics and Gynecology; Dr. Hubert 
K. Turley, Assistant in Urology; Dr. Richard L. DeSaussure, Assistant 
in Neurosurgery; Dr. Robert M. Miles, Assistant in Surgery; Dr. Fox 
Miller, Assistant in Dermatology; Dr. J. Purvis Milnor and Dr, J, 
Ralph Goldman, Assistants in Medicine: and Dr. Austin R. Tyrer, 
Assistant in Neurosurgery. 


TEXAS 


Texas Pediatric Society will meet in Fort Worth, October 6-7. 

Association of American Physicians and Surgeons will meet in 
Houston, October 5-7. 

The Methodist Hospital School of Nursing, effective September 1, 
became a part of the University of Houston’s four-year collegiate pro- 
gram and is known as the Methodist Hospital Branch of the University 
of Houston Central College of Nursing. 
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Classified Advertisements 


OPPORTUNITIES FOR PHYSICIANS—Are you interested in a 
position in one of our county or district health departments? Salary 
$5600 to $7200 with $70 a month travel allowance. Public Health 
scholarships available with liberal stipends. Men and women physicians 
eligible. Felix J. Underwood, M.D., Mississippi State Board of Health, 
Jackson, Mississippi. 


WANTED—General Laboratory Technician, Salary, $50.00 per week, 
off Sundays and one-half day per week. Write or apply Kelley Clinic, 
Georgetown, South, Carolina. 


FOR SALE—Modern Eye, Ear, Nose and Throat office equipment. 
Reasonable. Contact D. D. Kinard, M.D., 641 Irwin Avenue, Spartan- 
burg, South Carolina. 


WILLIAM A. ALBRECHT, Ph.D., NUTRITION, Chairman, 
Department of Soils, University of Missouri, Columbia, Mis- 
sour 

LOUIS H. CLERF, M.D.. OTOLARYNGOLOGY, Proiessor 
of Broncho-Esophagology and Laryngology, Jefferson Medical 
College, Philadelphia, Pennsylvania 


CLAUDE F. DIXON, M.D., SURGERY, Professor of Surgery, 
University of Minnesota Postgraduate School, The Mayo 
Foundation, Rochester, Minnesota 

NICHOLSON J. EASTMAN, M.D., OBSTETRICS, Professor 
of Obstetrics, Johns Hopkins University School of Medicine, 
Baltimore, Maryland 

JOHN B. GROW, M.D., SURGERY, Assistant Professor of 
Surgery, University of Colorado School of Medicine, Denver, 
Colorado 

E. C. HAMBLEN, M.D., MEDICINE, Professor of Endocrin- 
ology, Duke University School of Medicine, Durham, North 
Carolina 

HENRY N. HARKINS, M.D., SURGERY, Professor of Sur- 
gery, University of Washington School of Medicine, Seattle, 
Washington 


EDWARD H. HASHINGER, M.D., MEDICINE, Clinical 
Professor of Medicine and Head of Department of Postgraduate 
Medical Education, University of Kansas School of Medicine, 
Kansas City, Kansas 
CLINICAL PATHOLOGICAL 
CONFERENCE 
GENERAL ASSEMBLIES 


ANNOUNCING THE TWENTIETH ANNUAL CONFERENCE OF THE 
OKLAHOMA CITY CLINICAL SOCIETY 


October 30, 31 and November 1, 2, 1950 
DISTINGUISHED GUEST LECTURERS 


ROUND TABLE LUNCHEONS 
SMOKER 
POSTGRADUATE COURSES 
Registration fee of $15.00 includes all the above features 
For further information, address Executive Secretary, 512 Medical Arts Building, Oklahoma City 


ELMER HESS, M.D., UROLOGY, Chief, Urological Clinic, 
St. Vincent’s Hospital, Erie, Pennsylvania 

RULON W. RAWSON, M.D., MEDICINE, Director, Sloan 
Kettering Institute, Memorial Hospital, New York City 
RALPH A. REIS, M.D., GYNECOLOGY, Professor of Ob- 
stetrics and Gynecology, Northwestern University School of 
Medicine, Chicago, Ilinois 

ERNEST SACHS, M.D., NEUROSURGERY, Research Asso- 
ciate Professor in Neurophysiology, Yale Medical School, New 
Haven, Connecticut 

RICHARD G. SCOBEE, M.D., OPHTHALMOLOGY, As- 
sistant Professor of Ophthalmology, Washington University 
School of Medicine, St. Louis, Missouri 

PAUL C. WILLIAMS, M.D., ORTHOPEDIC SURGERY, 
Associate Professor of Orthopedic Surgery, Southwestern Medi- 
cal College of the University of Texas, Dallas, Texas 

JAMES L. WILSON, M.D., PEDIATRICS, Professor of 
Pediatrics, University of Michigan School of Medicine; Chair- 
man of Department of Pediatrics and Communicable Diseases, 
University Hospital, Ann Arbor, Michigan 

CARROLL S. WRIGHT, M.D., DERMATOLOGY, Professor 
of Dermatology and Syphilology, Temple University School of 
Medicine, Philadelphia, Pennsylvania 

ELMER L. HENDERSON, M.D., President, 
MEDICAL ASSOCIATION, Louisville, Kentucky 
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wwe SURGERY OF TRAUMA... 


Furacin has been found extremely effective in combatting infections of abrasions and 
lacerations.* Its wide antibacterial spectrum in vitro, encompassing a variety of 
wound bacteria including the Clostridia, is of obvious advantage 

The _in such grossly contaminated lesions. Furacin® brand of 
nitrofurazone N.N.R. is available in 0.2 per cent concentration 
NITROFURANS in water-miscible vehicles. It is indicated for topical application 
ee ae in the prophylaxis or treatment of surface infections of 
wounds, severe burns, cutaneous ulcers, pyodermas. 

skin grafts and bacterial otitis. Literature on request. 

ie EATON LABORATORIES, INC., NORWICH, N. Y. 

. A unique class 0 *Phillips, F. and McCook, W.: Early Management of Injuries of the 
Chest, New Orleans M. & S. J. 102:101, 1949 © Shipley, E. and Dodd, M.: 


antibacterials Clinical Observations on Furacin Soluble Dressing in the Treatment of 
Surface Infections, Surg., Gynec. & Obst. 84:366, 1947. 
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Continued from page 70 


Veterans Administration Hospital, Houston, has new staff physicians: 
Dr. Alexander E. Brodsky, who is an Assistant Professor in Orthopedic 
Surgery, Baylor University College of Medicine, as ward surgeon in 
the orthopedic section; Dr. Ray W. Goens and Dr. Edgar W. Warren 
as ward physicians in neuropsychiatric service; Drs. Howard L. and 
Roxana R. Schnur as ward surgeons in the physical medicine re- 
habilitation service. 

Dr. L. J. Manhoff of Duke University Medical School, Durham, 
North Carolina, has assumed duties as Assistant Pathologist, Hermann 
Hospital, Houston. 

Dr. Gilbert H. Fletcher, radiologist for M. D. Anderson Hospital for 
Cancer Research, Houston, recently delivered an address before the 
Sixth International Conference of Radiology in London and spoke at 
the Fifth International Cancer Conference in Paris. He did special 
work at the Royal Cancer Hospital in London and the Curie Founda- 
tion in Paris. 

Dr. James A. Bethea, San Antonio, has been appointed Assistant 
Dean of the San Antonio Branch of the University of Texas Post- 
graduate School of Medicine, the first training center branch to be 
approved. 

The Crosby Estate Student Loan Fund is to be established accordin:; 
to the bequest of the late Mrs. Helene Simmons, Houston; widow o 


October 1950 


the late A. W. Crosby oil millionaire. The major portion of the 
estate, estimated from one to three million dollars will go to Baylor 
University College of Medicine, Houston, for the loan fund. 

Ector County Hospital, Odessa, a million dollar structure, has been 
completed and paid for by the county. The medical staff of 22 doctors 
is headed by Dr. John K. Wood, Odessa. 

University of Texas Medical Branch, Galveston, has established a 
curriculum in physical therapy, which is under the direction of Dr. 
G. W. N. Eggers, Professor of Orthopedic Surgery, the course including 
two years of general collegiate training with two years of special 
training. 

Baylor University College of Medicine, Houston, has received from 
an anonymous donor $15,000, the fund to finance a research program 
in malignant diseases. 

Dr. A. R. Kirkley, Belton, is city commissioner, filling the un- 
expired term of a member who resigned. 

Dr. I. D. Ellis, Troy, recently celebrated his fiftieth year as a 
practicing physician. 

Dr. Marjorie Williams, Temple, has been installed President, Temple 
Chapter of the American Association of University Women. 

Dr. Felix N. Rutledge and Miss Lucile Meacham, both of Houston, 
were married recently. 


Continued on page 76 


tablets 
ampuls 
powder 
suppositories 


dubin 


aminophyllin 


(theophylline-ethylenediamine) 


high theophylline content, ready solubility 
for rapid therapeutic effects in: 


Bronchial Asthma 
Paroxysmal Dyspnea 
Cheyne-Stokes Respiration 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


"about 50% of the patients who consult the 
general practitioner have complaints for which 
there 1s no discoverable physical or organic cause” 


Although these patients have no apparent organic 
basis for their complaints, they are ill and merit 
attention. 


In functional disorders, response to stress is 
effected via both branches of the autonomic 
nervous system. Therefore, treatment consists, 
where possible, in removal of the emotogenic 
factor (practical psychotherapy) and the “‘partial 
blockade” of the efferent autonomic pathways. 
The family physician is well-qualified to help 
these patients; his advice will do much to achieve 
the desired change in habits and to avoid 
unhealthy situations. 


Medical treatment is also essential. Controlled 
sedation of the entire autonomic nervous system 
can be accomplished by simultaneous administra- 
tion of bellafoline (cholinergic inhibitor), 
ergotamine tartrate (adrenergic inhibitor) and 


phenobarbital (central sedative) in the form of 
Bellergal. This preparation inhibits autonomic 
impulses without completely blocking organ 
function. 


Karnosh and Zucker* state that, “Probably the best 
medication for all neurovegetative disorders is a com- 
bination of: (a) bellafoline ...(b) ergotamine tartrate 
...(c) phenobarbital...A good commercial preparation 
of these ingredients is a tablet called bellergal . . . The 
adult dose of bellergal is 3 or 4 tablets daily.’* 


BIBLIOGRAPHY 
1, WILLIAMS, V. P.: New England £ Med 236: 322, 1947, 
KER, E. N 


2. KARNOSH, L. J. and ZUC .: A Handbook of 
Psychiatry, St. Louis, Mosby, 1945. 


ndoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


Visit the Sandoz Booth—November 13-16—Keil Municipal Auditorium—St. Louis, Mo. 
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surgical postures from any desired position 
in the horizontal and vertical planes. 
‘The “American” MAJOR SURGICAL LUMINAIRE 
(Model DACA) 
n 
in addition to its exclusive Head-End and Dual Control 
feature permitting constant wound observation and _ 
st accurate beam redirection from outside the sterile area, | 
- offers VERTICAL HEIGHT ADJUSTMENT over the oper- 
te ative site...fundamental compensation that alone — 
insures Foot-Candle at varying 
Table elevations. 
CHOICE OF 3 INTENSITIES y 
7. of cool illumination with equal shadow reduction to 
of compensate for varying incision characteristics. ie 
WRITE TODAY for detailed specifications 
AMERICAN STERILIZER COMPANY 
. Erie, Pennsylvania 
: 
>r DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS; TABLES AND LIGHTS 
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POSTGRADUATE COURSE 


for the 


GENERAL PRACTITIONER 


A complete line for clinical laboratories de- 


Surgery—October 3, 4, 5, 1950 
Purity warranted. Our facilities assure prompt 

Cardiology—November 8, 9, 10, 1950 


shipment of large or small orders. Inquiries 
invited. 
Dermatology—December 11, 12, 13, 14, 1950 


COMPLETE CATALOG 
Plan to attend the Cardiology Postgraduate 


Reagents catalogued alphabet- mw 
Course and stay over for the Southern Medical 90 according ¢ Re 


ically—also according to sub- Mica 
jects ome Ge 
i i erence guide. ta 
Meeting the following week. f ai ine blood rt lle 
mg sera includi anti- 7) 
anti-M and anti-N; also re: 
For further information regarding these courses agents for Wassermann, Kline, g 
write to: 


and Kahn tests. Write for your 
copy. FREE ON REQUEST. /, 
Director, Division of Postgraduate Studies 


Washington University School of Medicine 
4580 Scott Avenue 


: LABORATORIES 
Saint Louis 10, Missouri 


R. B.H. Gradwohl, M. D.,Director 
3514 Lucas Av. 


St. Louis, Mo. 


Swedish Stainless Steel 


SURGICAL INSTRUMENTS 
Durability—Balance—Strength 


These quality instruments are now available 
to surgeons and hospital buyers from stocks 


in New York City through selected hospital 
and physician supply dealers. 


Instruments are handcrafted by Swedish instru- 
ment makers who have devoted their lives to this 


| 


Instruments recognized as of the highest quality 


in Europe for 39 years now stocked in quantity 
and distributed in the U.S. by 


A. JOHNSON & COMPANY, INC. 


(Sole distributors U.S. and Canada) 
630 FIFTH AVENUE 


Descriptive literature on 
Birtcher Electro Medical and 
Surgical Equipment, and its 
uses, will be sent promptly 


upon request. 


The BIRTCHER CORPORATION 


5087 Huntington Drive, Los Angeles 32, Calif. 


NEW YORK 20, N.Y. 


| October 1959 
RADWOHL 
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For Rapid Disinfashen of 


ment 


ple Instru OFFICE Use. 
we and 


This powerful disinfecting solution is free from phenol 
(carbolic acid) and mercurials. It is a chlorinated 
phenyl compound that is unusually effective in its 
rapid destruction of commonly encountered vegeta- — 
tive bacteria (except tubercle bacilli) as shown in the e 
chart. 


PRICE 
Per Gallon . $5.00 | 
Per Quart . $1.75 Check these additional features— 


® Non-injurious to metallic instruments or keen 
surgical edges. 


® Low volatility ... will not irritate eyes, nose 
or throat. 

® Will not stain fabrics, skin or tissue. 

® Will not dry and fissure hands or skin areas 
if exposed repeatedly. (Chloropheny] is not 
to be used therapeutically.) 


® Stable...will retain potency over long 


periods. 


Compare the killing time of this 
superior bactericidal agent 


© B-P inst container No. 300 is 
recommended as the ideal office con- 
tainer for use with the Solution. 


Vegetative Bacteria | 50% Dried Blood| Without Blood 


Staph. aureus 15 min. 2 min. 
15 min. 3 min. 


Ask your dealer 


E. coli 


15 min. 15 sec. 
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Continued from page 72 
Dr. D. J. Sibley, Fort Stockton, and Miss Jane Horton Dunn were 
married recently. 


VIRGINIA 


Blue Ridge Sanatorium, near Charlottesville, recently opened two 
floors of a new six-story wing which have a capacity of seventy 
patients. 

Dr. Raymond D. Kimbrough, Associate Professor of Dermatology, 
Medical College of Virginia, Richmond, has accepted a position as 
dermatologist to The Doctors Clinic Foundation, Cleveland, Ohio. 

Dr. Edward M. Helmes, City Health Officer of Richmond, has been 
named for a three-year term a member of the Board of Judges for the 
Annual Research Award given by the American Venereal Disease 
Association. 

Dr. Roy M. Hoover and Dr. Charles B. Bray, Jr., Roanoke, an- 
pounce their association with practice limited to orthopedic surgery. 

Dr. Harold Kennedy is Health Officer of the health unit in Henry 
County in the City of Martinsville which opened September 1. 

Dr. Joseph J. Miller is Health Officer of Pittsylvania County, head- 
quarters in Chatham. 

Dr. Charles M. Wylie became Health Officer of Buchanan-Tazewell 
Health District in August, headquarters in Richland. 

Dr. Catherine Howell is Health Officer of Fluvanna-Goochland- 
Louisa Health Department, headquarters in Palmyra. 


WEST VIRGINIA 


West Virginia State Medical Association at its annual meeting 
elected Dr. Frank J. Holroyd, Princeton, President; Dr. Alonzo R. 
Sidell, Williamstown, First Vice-President; Dr. Jacob C. Huffman, 
Buckhannon, Second Vice-President; and Dr. T. Maxfield Barber, 
Charleston, Treasurer. Dr. Walter E. Vest, Huntington, was te- 
elected delegate to the American Medical Association and Dr. Pat A. 
Tuckwiller, Charleston, Alternate. The 1951 meeting will be held 
at the Greenbrier, White Sulphur Springs, July 19-21. 
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Dr. E. T. Drake, Williamson, has been elected President, Mingo 
County Tuberculosis and Health Association, recently organized. 

Dr. Helen Belknap, of South Charleston, succeeds Dr. Hallie Isabel 
Morgan as Pediatric Consultant to the Division of Maternal and Child 
Hygiene of the Department of Health 

West Virginia Section, Southeastern Surgical Congress, at its annual 

meeting held at White Sulphur Springs in July in conjunction with 
Sections of the Congress from Virginia, Maryland and the District of 
Columbia, re-elected Dr. E. L. Gage, Bluefield, Chairman; and elected 
Dr. Francis L. Coffey, Huntington, Vice-Chairman and Treasurer, 
- — and Mr. R. J. Wilkinson, Jr., Huntington, Secretary, re. 
€ 
Dr. Paul L. Conrad, Welch, has moved to Gary. 
Dr. Ernest E. McClellan, Williamson, has moved to Huntington. 
Dr. B. B. Richmond, Huntington, has located at Beckl ey. 
Dr. George R. Rosenbaum, formerly of Mullens, and Dr. William 
C. Cooke, Jr., Charleston, both having just completed a four-year 
residency in surgery at McGuire Clinic, Richmond, have located in 
——— for the practice of surgery. 

John B. Harley and his wife, Dr. M. Dorcas Clark Harley, 
me. ‘located at Terra Alta for general practice, formerly located at 
Galloway. 

Dr. William D. McClung, Richmond, is associated with his brother, 
Dr. James E. McClung as a member ‘of the staff of McClung Hos. 
pital, Richwood. 

Dr. L. E. Dunman, formerly of Gary, recently of Pittsburgh, is 
located at Pearisburg, Virginia. 

Dr. Blonda S. Brake, Clarksburg, is Health Officer for District 
No. 3 (Mason, Putnam, Jackson and Roane Counties) with head- 
quarters at Pt. Pleasant. 

Dr. Cecil B. Pride, Morgantown, has been reappointed as a member 
of the Medical Licensing Board to serve until 1955. 

Dr. Karl Myers, Philippi, attended sessions of the International 
Cae of Radiology in London, England. 

W. R. VanDenBosch, a native of Bradenton, Florida and re- 
3 of Huntington, has been named Acting Superintendent, Hunt- 
ington State Hospital, succeeding the late Dr. Edward F. Reaser. 

Dr. William B. Rossman, Charleston, has been appointed by the 
president of the West Virginia State Medical Association as Chairman 
. Committee on Mental Hygiene to succeed the late Dr. Edward 

easer. 


YES, DOCTOR, ......... 


The Product of choice for ORAL ADMINISTRATION 


RAMETIN TABLETS 


(a brand of crystalline vitamin B-12) 


Note these advantages: 


High potency Palatability Quality (U.S.P,) 

Stability Purity Known potency 

Availability Uniformity Economy 
INDICATIONS 


Investigative therapy in uncomplicated pernicious anemia, 
tropical and non-tropical sprue, nutritional macrocytic anemia 
due to vitamin B-12 deficiency. As a dietary supplement in 


vitamin B-12 deficiency. Especially indicated in PEDIATRICS. 


RAMETIN TABLETS, the FIRST ORAL vitamin B-12, developed by our laboratories, are palatable, 
soluble scored tablets containing CRYSTALLINE VITAMIN B-12 U.S.P. 


Available in two potencies—5 microgram tablets—bottles of 25 and 100. 


Drug 


BALTIMORE |, 


bottles of 100. 


10 microgram tablets— 
Literature on request. 
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You’re hearing a lot about x-ray films getting tighter . . . but 
right now we don’t see empty bins in prospect unless people lose 
their heads piling up films. That’s the sure quick way to a 
return of rationing and all that. 


What to do? Put your trust in a reliable supply source and relax. 
Past experience is a present comfort to the many who have learned 
that Picker is a staunchly dependable source for the films and 
supplies it takes to keep an x-ray department running. 


There are Picker Service Depots and Sales 
Offices in principal cities of the U.S. and 
Canada: all alertly at your service in provid- 
ing X-ray apparatus, accessories, and supplies. 
Picker X-Ray Corp., 300 Fourth Ave., N.Y. 10. 


source of supply 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


FOR THE GENERAL PRACTITIONER 
Intensive full-time instruction covering those subjects which 
are of particular interest to the physician in general practice. 
Fundamentals of the various medical and surgical specialties 
designed as a practical review of established procedures and 
recent advances in medicine and surgery. Subjects related to 
general medicine are covered and the surgical departments 
participate in giving fundamental instructions in their spe- 
cialties. Pathology and radiology are included. The class is 
expected to attend departmental and general conferences. 


FOR THE GENERAL SURGEON 

A combined surgical course comprising general surgery, trau- 
matic surgery, abdominal surgery, gastroenterology, proctology, 
gynecological surgery, urological surgery. Attendance at lectures, 
witnessing operations, examination of patients preoperatively 
and postoperatively and follow-up in the wards postoperatively. 
Pathology, radiology, physical medicine, anesthesia. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, proc- 
tology, orthopedics. Operative surgery and operative gynecology 
on the cadaver. 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal clinics; 
witnessing normal and operative deliveries; operative obstetrics 
(manikin). In Gynecology: lectures; touch clinics; witnessing 
operations; examination of patients preoperatively; follow-up 
in wards postoperatively. Obstetrical and gynecological pathol- 
ogy. Anesthesia. Attendance at conferences in obstetrics and 
gynecology. > Operative gynecology on the cadaver. 


UROLOGY 


A combined full-time course in Urology, covering an academic 
year (8 months). It comprises instruction in pharmacology; 
physiology, embryology, biochemistry; bacteriology and pathol- 
ogy; practical work in surgical anatomy and urological opera- 
tive procedures on the cadaver; regional and general anesthesia 
(cadaver): office gynecology; proctological diagnosis; the use 
of the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographic interpretation; dermatology 
and syphilology; neurology; physical medicine; continuous 
instruction in cystoendoscopic diagnosis and operative instru- 
mental manipulation; operative surgical clinics; demonstrations 
in the operative instrumental management of bladder tumors 
and other vesicle lesions as well as endoscopic prostatic re- 
section. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


The Mattern line of X-Ray Equipment 
is complete from a portable unit to 
200MA and Therapy Units. There is 
a Mattern X-Ray Unit to fit your 
every requirement. 


Tailor your x-ray requirements to your 
actual x-ray needs. 


(Write us for further details: 


DGS-200-200-Rotating Anode Tube unit 


F. MATTERN MFG. CO. 


4637-59 North Cicero Avenue 


Chicago 30, Illinois 


| MATTERN X-RAY APPARATUS @ 
The Originators of Push Button Control on X-Ray Apparatus 
—— 
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the hands 


Patent Pending 
The Gilbert-Graves SELF-RETAINING Vaginal Speculum 


Specifically d2signed to remain in place without assistance 


This new design enlists the aid of the anatomical structures about the vagina 
to insure positive retention. Basically similar in construction to the familiar 
Graves speculum, this modification differs sharply in actual use. There is a 
channel on the proximal half of the upper blade, designed to receive and 
protect the urethra and at the same time permit the upper flange to impinge 
against the symphysis pubis. The corresponding flange on the lower blade 
rests securely against the perineal structures within. Muscular contraction can- 
not tend to extrude the speculum; on the contrary, it is held more firmly in posi- 
tion by constrictive force. The physician's hands are therefore completely free; 
no istant is ded. This size is particularly suitable for married and 
parous patients. 


JD4842—Gilbert-Graves Vaginal Speculum, self-retaining, medium 


Ge Se aloe COMPGNRY © General Offices: 1831 Olive Street © St. Lovis 3, Missouri 
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RELIEF IN 80-90% OF CASES by the 
PERENNIAL METHOD OF SPECIFIC 
HYPOSENSITIZATION 


DIAGNOSTIC AND TREATMENT SETS 

State Pollen Diagnostic Sets ($7.50): Dry pollen : ‘ ‘: 
F. most effective results 

in controlling pollinosis, 


allergens selected according to state; | vial house- 
specific hyposensitization 


dust allergen. Material for 30 tests in each vial. 
Stock Treatment Sets ($7.50): Each consisting of 
a series of dilutions of pollen extracts for hypo- 
sensitization, with accompanying dosage schedule. 


Single pollens or a choice of 21 different mixtures. _ should be continued 
Five 3-cc. vials in each set—1:10,000, 1:5,000, _ throughout the year. — 
1:1,000, 1:500, and 1:100 concentrations. _ Authorities agree that _ 
Special Mixture Treatment Sets ($10.00) a “desensitization treatment | 
Mixtures of rater pat prepared accord- is still the method of choice, — 
pe sensitivities. Ten days and the antihistaminic 
Arlington offers a full line of potent, carefully pre- be 
pared, and properly preserved allergenic extracts as substitutes. pa 


for diagnosis and treatment—pollens, foods, epi- 
dermals, fungi, and incidentals. 
Literature to physicians on request. 


THE ARLINGTON CHEMICAL COMPANY 


YONKERS 1, NEW YORK 


1. Levin, L.; Kelly, J. F., and Schwartz, 
E: New York State J. Med. 48: 
1474 (1948). 


Saint Albans Sanatorium 
RADFORD, VIRGINIA 


100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


J. P. King, M.D. J. L. Chitwood, M.D. Diplomates American Board Phychiatry and Neurology 
T. E. Painter, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 
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KELEKET 
KRF TABLES 


. . . concept in 
diagnostic X-ray combinations. 


Again Keleket pro- 
vides an entirely new 
concept in Diagnostic 
X-ray apparatus with cus- 
tom-built refinements to suit 
your own special needs. The 
KRF, KR or KF tables offer com- 
pletely new and improved facili- 
ties, with increased convenience 
and ease of operation, never before 
available. 


Hand driven or motor driven, the table 
is easily and quickly moved from vertical 
through horizontal to Trendelenburg posi- 
tions—regardless of patient's weight. 


Check these features... 


Normal Table Height. 

Motor drive or manual drive. 

Photo-timing accommodations for Bucky. 
Radiation Protection features for operators and 
patients. 

Complete adaptability to full range choice of Bucky 
accommodation. 


WRITE FOR FREE DETAILED LITERATURE 


THE KELLEY-KOETT Manufacturing Co. 


20410 WEST FOURTH ST. COVINGTON, Ky. 
THE OLDEST NAME IN X-RAY .-. -. - 1900.1950 


CHOOSE THE 
PRECISE COMBINATION 
OF FEATURES YOU DESIRE 

KF Table 


/ only) 
/ 10 Models 
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BLACKMAN-WALTON 
SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 

THE ALCOHOL PATIENT is given special- 
ized treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 


25 rooms of service and comfort—hotel type. 


John M. Walton, M.D. 
418 Capitol Ave., S. E., 4 blocks from the Capitol. 


A private psychiatric sanatorium 


offering modern diagnostic and 
treatment procedures — electro- 


WESTBROOK shock, insulin, psychotherapy, 
S A N ATORI UM occupational and_ recreational 
therapy—for nervous and men- 
= EST. 190 tal disorders and problems of 
addiction. 


Westbrook is located on a 125 


acre estate of wooded land and 
President spacious lawns, affording —_ 
ae tunities for outdoor recreation 
hip, M.D. ror 
activities. Illustrated booklet on 


John R. Saunders, M.D. request. 


Associate 


Thomas F. Coates, M.D. Phone 5-3245 


Associate ° ° Richmond, Virginia 


‘ 
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One of America’s Fine Institutions . . . 
Newdigate M. Owensby, 
; M.D. 
Psychiatrist-in-Chief 


Atlanta Office, 
384 Peachtree Street 


Dr. Willis T. McCurdy, 
Attending Physician 


Dr. J. Rufus Evans, 
Attending Physician 


Elizabeth Hancock, 
Psycho-Therapist 


85 Consulting Physicians 
and Surgeons 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
...In a Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Reservations Necessary 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 
We do not treat acute alcoholic intoxication or narcotic addiction 


Wm. Ray Griffin, M.D. 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 
Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 


M. A. Griffin, M.D. 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


ALLEN’S INVALID HOME 
Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings, Brick 


Fi ble — C 


Site High and Healthful 


E. W. ALLEN, M.D. H, D. ALLEN, M.D. 
rtment for Men Department for Women 


Terms Reasonable 


ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 


quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gute Reduction Method used 
in the Treatment of Addictions 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, d. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each depecumenn. Located on the crest of Higdon Hill, 1050 feet above sea level, es | 
the city, af Surrounded by an expanse of beautiful woodland. a provision made for diversion and helpf 


P q night and day nursing service maintain 
James A. ai M.D., Physician-in-charge Siete Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
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POLY-VI-SOL 
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These are the 


RSATILE 


a 


Each 0.6 cc. supplies: 
Vitamin A 5000 USP units 
Vitamin D 1000 USP units 
Ascorbic Acid 50.0 mg. 
Thiamine 1.0 mg. 
Riboflavin 0.8 mg. 
Niacinamide 5.0 mg. = 
tt 
TRI-VI-SOL 
Each 0.6 cc. supplies: 
Vitamin A 5000 USP units 
Vitamin D 1000 USP units 
Ascorbic Acid 50 mg. 


ae Each 0.5 cc. supplies: 
Ascorbic Acid 50 mg. 


Hlexitle nthe Vi-Sols the physician has three water-soluble liquid 


Pleasant-lasting 


Economical 


Conventent 


vitamin preparations from which to choose. Poly-Vi-Sol 
provides six essential vitamins, Tri-Vi-Sol vitamins A, D 


and C, and Ce-Vi-Sol vitamin C. 


The Vi-Sols are exceedingly palatable and make vitamin 
supplementation for both infants and children a pleasant 
experience. 


Highly concentrated, the Vi-Sols provide vitamin sup- 
plementation for infants and children at very low cost. 


Supplied in 15 and 50 ce. bottles, each of the Vi-Sols is 
accompanied by an easy-to-read calibrated dropper to 
make administration easy and assure accurate dosage. 


MEAD JOHNSON & CO. 


EVANSVILLE 21,I1IND., U.S.A. 
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when your patient sees it daily... his “tonic” 


becomes an ever-present symbol of the reassuring and comforting fact 
that he is “in the care of his physician”. Physicians know that, 

in addition to its tone-restoring and appetite-stimulating effects, 

this psychological aspect of a good tonic can often 

produce striking results. NEURO PHosPHATES and THERANATES 

are both available in 12 fl. oz. bottles. 

Smith, Kline & French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates* 


a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 


Strychnine glycerophosphate, anhydrous . . . 1 grain 
Sodium glycerophosphate ......... 2 grains 
Calcium glycerophosphate ......... 2 grains 
Phosphoric acid, 75% ....... . ... 1.7 minims 


Eskay’s Theranates* 


the formula of famous Neuro Phosphates, plus Vitamin B, 
(0.75 mg. each adult dose) 
*T. M. Reg. U. S. Pat. Off. 
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natural choice, 


DESICO 


desiccated whole bile 


for bile thera 


DESICOL medication is utilized in treatment of 
intestinal indigestion and putrefaction, of con- 
stipation, and of other conditions in which bile 
deficiency may be a factor. * 


DESICOL Kapseals® are a natural choice in man- 
agement of disorders of the liver, gallbladder 


and biliary passages. 


DESICOL, Kapseals, containing fresh whole bile 
with only the water removed, supply all the 
original bile factors. Action closely resembles 
that of natural whole bile in clinical effect. 


Therefore, DESICOL Kapseals have. a four-fold 
action: 


1. increase formation of liver bile (cholepoietic 
effect) 


2. increase bile volume (choleretic effect) 


8. stimulate emptying of the gallbladder 
(cholagogic effect) 


4. compensate for deficiencies of bile in the 
digestive process. 


Kapseals DESICOL are supplied in bottles of 
100 and 1000. 
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